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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICESADMINISTRATION

FINAL FY 2001 ANNUAL PERFORMANCE PLAN,
REVISED FINAL FY 2000 GPRA ANNUAL PERFORMANCE PLAN
AND FY 1999 PERFORMANCE REPORT

INTRODUCTION

The Substance Abuse and Mentd Hedlth Services Adminigtration (SAMHSA) is the lead Federa
agency for improving the quaity and availahility of trestment and prevention services for substance
abuse and mentd illness. Long term measures of success in achieving the agency’ s Satutory misson
are the reduction in nationd rates of substance abuse, and reduction in rates of untreated menta illness.
This SAMHSA Find 2001 Annua Performance Plan, Revised Fina FY 2000 GPRA Annua
Performance Plan and FY 1999 Performance Report includes data regarding the success of
SAMHSA'’ s strategies and programs.

SAMHSA has thoroughly assessed and continues to strengthen its performance measurement, quality
improvement and accountability sysems. For example, the agency has dramaticaly expanded the
National Household Survey on Drug Abuse (NHSDA) so that, for the first time, national and State-
level datawill be avalable annudly on critical indicators of substance abuse such as prevaence, use
patterns, age at first use, risk factors, trestment and disability. An array of NHSDA datais reported to
chart progress by age, gender, ethnicity, and rurd/urban service setting and within States aswell as at
the nationa level. Thefird datafrom the expanded survey will be available in August of FY 2000.

Another featurein SAMHSA' s progress in capturing information more systemeticaly about the impact
of its programs, is the development and implementation of a core client outcomes data set for the Block
Grants and for SAMHSA' s discretionary programs. The core data set for the block grants was
developed in partnership with the States and has been approved by OMB for voluntary collection of
data. States are currently pilot testing these and other measures to be used in reporting on SAMHSA's
Community Menta Hedth Services (CMHS) and Substance Abuse Prevention and Treatment (SAPT)
block grants. In ardated effort, SAMHSA received OMB agpprova to require recipients of
SAMHSA Knowledge Development and Application (KDA) grants and Targeted Capacity Expansion
(TCE) grantsto report on asmilar core data set. Asaresult of these efforts, al of SAMHSA's
programs that involve dient interventions will report on acommon et of client outcome indicators.

SAMHSA continues to organize its activities around four long term SAMHSA godls, which have been
revised dightly for FY 2001. These gods facilitate performance measurement reporting and
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development by organizing programs by a common purpose. In addition, the goas help SAMHSA
achieve an gppropriate balance of resources and activities across its programs in accomplishing its
misson.

SAMHSA’ s GPRA Performance Plan and Performance Report contain two parts. Part | presents an
overview of the agency, itsmisson, gods, structure, and core performance measures and highlights key
efforts with partners outside the agency. Progressin meeting the agency’s GPRA goasfor FY 1999 s
summarized. Part Il provides SAMHSA'’s program-specific performance gods and measures, and
progress towards meeting them, grouped by generd target area: substance abuse treatment, substance
abuse prevention, and mental hedlth treatment and prevention. In addition, SAMHSA integratesits
budget narrative and GPRA plan within the HHS format for GPRA, so that outcomes and performance
indicators for FY 2001 proposed initiatives can be found in the FY 2001 budget narretive.

PART | - AGENCY CONTEXT FOR PERFORMANCE MEASUREMENT
1.1 Agency Mission and Long-Term Goals
Misson

SAMHSA' s gatutory mission isto improve the quaity and avallability of services for substance abuse
and mentd illness. This mission was established in gatute in 1992 in section 501 of the Public Hedth
Services Act. SAMHSA isorganized into three operationa Centers. the Center for Substance Abuse
Treatment (CSAT), the Center for Substance Abuse Prevention (CSAP), and the Center for Menta
Hedth Services (CMHS). In addition, there are severd offices with cross-cutting respongbilities, such
as the Office of Applied Studies and the Office of Managed Care. To accomplish the agency’s
mission, the combined and coordinated efforts of Federd, State, and loca governments, business, and
private citizens are needed. SAMHSA’s mission is reflected in the Performance M easures of
Effectiveness (PME) of the Office of Nationa Drug Control Policy (ONDCP), the DHHS Strategic
Plan, and Hedlthy People 2000 and Healthy People 2010 goals as described in Appendix A.3.
SAMHSA' sfour GPRA godsreflect the agency’ s overdl strategy, and emphasize the contribution that
the agency can make through the outcomes of its programs.

Mission L evel Outcomes

SAMHSA has identified Six outcome measures to track success of the nation as awhole in improving
access to effective substance abuse and mental health services. Four of the measures are for substance
abuse and are part of the Office of Nationa Drug Control Policy (ONDCP) Performance Measures of
Effectiveness (PME). Severd of the measures dso are included in the January 2000 release of Hedlthy
People 2010. Data sources are under development for the remaining measures.



Substance Abuse Treatment:

1.

Reduce the size of the treetment gap, defined as the difference between those seeking
substance abuse treatment and those receiving it. By 2002, reduce the public treatment gap by
at least 20 percent as compared to the 1996 base year; by 2007 reduce the gap by at least
50%. Source: ONDCP PME Goal 3, Objective 1, Target 1. See aso Hedlthy People 2010,
Chapter 26, Developmental Objectives 18 and 20. Data sources exist, but precise
methodology is under development.

Achieve for those completing substance abuse trestment programs (a) 10 percent increasein
full time employment (adults); (b) a 10 percent increase in educationa status (adolescents); (c)
a 10 percent decrease inillegd activity; and (d) a 10 percent increase in general medica hedth
by 2007, as compared to the 2001 base year. Source: ONDCP PME Goal 3, Objective 1,
Target 2. Data source SAMHSA NTOMS (under development; see FY 2001 budget
proposad). Not currently included in Healthy People 2010 pending development of data
source.

Substance Abuse Prevention:

1.

Increase to 80% youth perception of risk; increase to 95% youth disapprova of use; reduce
youth use in the past 30 days by 50%; increase age of first use by 36 months by FY 2007.
Source: ONDCP PME Goadl 1, Objective 2, Targets 1, 2; God 1 Impact Targets (a), (b). See
also Healthy People 2010, Chapter 26, Objectives 17, 16, 10,9a. Data Source SAMHSA
National Household Survey on Drug Abuse; NIH/NIDA Monitoring the Future.

Reverse the upward trend and cut marijuana use among 12 tol7 year-olds by 25 percent from
the 1995 baseline of 8.2 percent to 6.2 percent by the end of FY 2002. Reducethe
prevalence of past month use of other illegal drugs and acohol by youth by 20 percent by 2002
as measured againgt the 1996 base year. Reduce this prevaence by 50% by 2007. Reduce
tobacco use by youth by 25% by 2002 and by 55% by 2007. Source: ONDCP PME God 1,
Goa Impact Target (3). See aso Healthy People 2010 Chapter 26, Objective 10. Data
Source SAMHSA Nationa Household Survey on Drug Abuse.

Mental Health Treatment and Prevention:

1.

2.

Reduce rates of untreated mentd illness.

Improve outcomes for individuas with mentd illness.

Nationd data sources for these indicators do not exist a thistime. A FY 2000 menta hedth
supplement to the National Household Survey on Drug Abuse has been proposed, which includes an
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adolescent mental health module and questions related to mental health service utilization for
adolescents and adults. Upon approva and availability of datain FY 2000 and FY 2001, SAMHSA
will formulate specific menta hedth indicators for this section of the GPRA performance plan, and
propose expansion or revisions to Chapter 23 of Healthy People 2010 as appropriate. See Hedlthy
People 2010 Chapter 23, Objectives 1-9, which currently support aspects of these two indicators.
Note that the remaining Healthy People objectives dso target issues and processes which support the
availability of trestment and the improvement of outcomes.

For further detail regarding links with the HHS Strategic Plan and the Nationa Drug Control Strategy
See Appendix A3.. Seethe budget narrative for linksto FY 2001 Secretarid Initiatives. Specificaly,
SAMHSA is co-lead for the Mentd Hedlth Initiative, and is a participant in the Health Promotion and
Disease Prevention Initiative and the Integrated Surveillance Initiative. Note that severd of the CSAP
programs contained in Part |1 of this Performance Plan support the 1997 Y outh Substance Abuse
Prevention Inititive.

Long-Term SAMHSA Gods

Four Long-Term goals form SAMHSA'’ s comprehensive strategy and focused commitment to address
the nation’ s substance abuse and menta hedlth problems. SAMHSA’ s budget lines track each of the
long term gods and are included below to illudtrate the integrated design of our performance
measurement system. The objectives for these measures are developmenta. SAMHSA is continuing
to develop and implement measures and data systems needed to track progress on each of these four
gods

Goal 1. Assure Services Availability
Goal 2. Meet Unmet and Emerging Needs
Goal 3. Bridgethe Gap Between Knowledge and Practice

Goal 4. Strengthen Data Collection to I mprove Quality and Enhance Accountability

Goal 1: Assure services availability

Objectives. @) Increase utilization.
b) Promote systems improvement.

Relevant budget lines: Substance Abuse Prevention and Treatment (SAPT) Block Grant; Community
Mental Hedlth Services (CMHS) Block Grant; Protection and Advocacy for Individuas with Mental



[lInesses (PAMI) formula grant; Projects for Assstance in Trangtion from Homelessness (PATH)
formula grant.

The mgority of SAMHSA’ s resources (77% in FY 1999) supports God 1, through SAMHSA’s
block and formula grants. These programs provide critical support to States' efforts to plan and
implement effective mentd hedth and substance abuse treetment and prevention services. A defining
characterigtic of these programsis that the recipient, not the Federd Government, determines how
fundswill be used within the parameters of each program. SAMHSA works with States, territories
and other recipients designated by statute to create comprehensive service systems, improve the quality
of services, and monitor unmet needs and service effects to make a positive impact a the locd leve.
The CMHS and SAPT block grants support State and regional planning, and provide resources to
support comprehensve substance abuse and menta hedth treatment and prevention services. A key
feature of the SAPT and CMHS Block Grantsis a 5% set-aside that is used by SAMHSA, as
provided by legidation, for data collection, technica assstance, and evduation.

SAMHSA has recently secured OMB approval for the collection of State data on a core set of
performance measures as part of the block grant applications for both block grants. Under the terms of
the approva, states are now reporting the data on avoluntary basis beginning in FY 1999 for the
CMHS Block Grant and in FY 2000 for the SAPT Block Grant. PFilot projects are under way to test
the utility of abroader array of performance measures for the CMHS and SAPT block grants.
Performance measurement has advanced significantly in SAMHSA'’ s two other menta hedlth formula
grants, PATH and PAIMI. PATH grants support State services for persons who are mentaly ill and
homeless. PAIMI resources protect persons with mentd illnesses from abuse, neglect, and civil rights
violations while under trestment in residentia treatment facilities. Performance measures and targets
have been established for the PATH and PAIMI formula grants.

Goal 2. Meet unmet and emer ging needs

Objectives: @) Implement proven Strategies and interventions
b) Increase utilization

Relevant Budget Lines Targeted Capacity Expangon; Children’s Mentd Hedth Services

SAMHSA's Targeted Capacity Expanson (TCE) programs are designed as focused, quick response
projects to help community based providers, tribal and local governments, States and territories. TCE
focuses the resources necessary to address treatment and prevention needs that are uniqueto a
particular population or geographic area, or to stem emerging problems before they become endemic.
In addition, SAMHSA dso works with States and Triba governments to leverage government and
private resources to address local needs and to monitor the impact of these targeted efforts.



8

Targeted Capacity Expansion (TCE) programs are designed to assist community based providers,
Triba governments, locad governments and states and territories to respond to unique loca problems or
to emerging or criss developments. For example, as methamphetamine use has spread over the last
three years from the Northwest and Texas to the Midwest and South, local substance abuse treatment
services have been hard pressed to meet the new demands while servicing the dready significant
demands for trestment of other drug addiction. TCE is a highly responsive means for quickly targeting
resources and expertise on emerging and unique problems identified by States and loca governments.
In addition, every TCE program includes a sgnificant evauation and accountability component. Most
require that recipients report on the SAMHSA core performance measures aswell as measures
gpecific to the targeted program.

Goal 3. Bridgethe gap between knowledge and practice

Objectives. a) Generate new evidence based information
b) Facilitate adoption of evidence based Strategies

Relevant Budget Lines: Knowledge Deveopment and Application (KDA); High Risk Y outh

SAMHSA'’s Knowledge Development and Application (KDA) programs have two dimensions. These
programs improve the effectiveness of the nation’s substance abuse and mental health services by
developing modds for organizing, financing, and delivering prevention and treetment services. Many
programs verify innoveations that have been developed in research settings by subjecting them to field
testing in community service systems. As new techniques are tested and demondirated to be effective,
SAMHSA' s Knowledge Application programs channd them to training and dissemination systems
designed to facilitate broader scale adoption. Each KDA program uses unique performance measures
to assess effectiveness, and, where rdlevant, SAMHSA' s client outcome measures.

Topicsfor KDA programs are generated through a collaborative process with State officials,
practitioners, consumers, and families so that research and devel opment efforts focus on the most
difficult problems facing the mental hedlth and substance abuse fidds. For example, SAMHSA’sKDA
programs have developed and tested on challenges such as outreach and treatment of homeless
persons with co-occurring menta illness and substance abuse, modd s for preventing violence in schools
and workplace substance abuse prevention programming. As SAMHSA-funded KDA models are
demondirated to be effective, SAMHSA initiates programs to bridge the gap between scientificaly
proven knowledge and actua practice.

Goal 4. Strengthen data collection to improve quality and enhance accountability

Objectives: @) Ensure that data are available for the most critical areas of need.
b) Ensure that data are timely and useful.




Relevant Budget Lines: Nationd data collection

SAMHSA'’ s data collection activities track national and State-leve trends in substance abuse and
menta hedlth issues and services. Data are used to detect emerging problems, and assess program and
policy effects. SAMHSA collects nationa data through efforts such as the Nationa Household Survey
on Drug Abuse (NHSDA). These data are used to measure the impact of national substance abuse
and menta hedlth policies, such asthe Office of Nationa Drug Control Policy’ s Performance Measures
of Effectiveness (Gods 1 and 3), and Healthy People 2010 (chapters 23 and 26).

Data collection and reporting are fundamenta for measuring progress toward meeting SAMHSA'’s
mission and assuring accountability for the effective use of resources entrusted to the agency. Data
sysematicaly collected and andyzed at nationa, State, and program levels are the essentid building
blocks needed to guide SAMHSA’ s policies and programs. Progress made in expanding the NHSDA,
in creating the Core Client Outcome measures for the Block, TCE and KDA grants programs, and in
developing empirical targets for each one of SAMHSA’ s programs make it possible for SAMHSA to
report substantial progressin this GPRA report, and to anticipate even greater strides toward
empiricaly-based accountability in future GPRA reports.

1.2 Organization, Programs, Strategies, Oper ations, and Resour ces

Organization

SAMHSA carries out its mission and Long-Term godss through three Centers. the Center for
Substance Abuse Treatment (CSAT), the Center for Substance Abuse Prevention (CSAP), and the
Center for Mental Hedlth Services (CMHS). Offices at the agency level with cross-cutting
respongibilities within the Office of the Adminigtrator include the Office of Applied Studies, the Office of
Policy and Program Coordination, and the Office of Managed Care.

Program Structure-Strateqy

The agency’ sfour Long-Term gods previoudy discussed are the framework that continues to guide
SAMHSA'’s evolving program structure. The graph below illustrates our goa structure. Each
SAMHSA program fits under one of these gods. SAMHSA's program Strategy ensures that if
programs contribute to one of the four goals and report results according to the measures identified for
that god, they will improve the quality and availability of services.

This modd is represented below:
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Improving

Quality and
Availability of

Substance Abusa
and Mental
Health Services

Operations and Resources

SAMHSA'’sresponghilities extend to a broad array of issues relating to substance abuse and menta
illness, ranging from amgjor school violence prevention program to new initiatives to prevent and trest
substance abuse and HIV/AIDS in African-American, Tribal governments and other minority
communities, to supporting the Office of Personnel Management’ s requirement that dl hedlth plansin
the Federa Employees Hedlth Benefit Program cover menta hedlth and substance abuse services at fulll
parity with other hedlth conditions. To plan and execute this broad range of responsbilities, SAMHSA
employs awide range of professonad personnd, with expertisein menta hedlth and substance abuse
services, epidemiology and statigtics, policy and finance.  Asthe agency’s respongbilities and budget
have expanded, program management resources have not kept pace with program operations. The
agency has reorganized numerous functions and programs to streamline operations and conserve
program resources.  Investments in information technologies and team training enhance and extend the
reach of SAMHSA' s professional resources.
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1.3 Partner ships and Coordination

Menta health and substance abuse issues involve a broad array of partners and stakeholders whose
input is critical to the determination of agency priorities. SAMHSA has akey role in bringing together
partners and stakeholders, helping to ensure that efforts are complementary, and ensuring that
SAMHSA' s priorities are based firmly in the needs of the fidd. SAMHSA'’s established networks with
its grantees and externa partners contribute sgnificantly to the effectiveness of the Agency.

Partners and stakeholders include:

< State and locd governments through programs such as the Comprehensive Community Menta
Hedth Services for Children and Their Families, Targeted Capacity Expanson and Block
Grants.

< Non-profit trestment providers such as community menta health clinics, substance abuse clinics
and other community organizations.

< Consumerd/dients of substance abuse and mental hedlth services including their family
members.

< A wide range of different grantees such as hospitd's, universities, community agencies and
research inditutes.

< Foundations such as the Robert Wood Johnson Foundation, the Casey Family Foundation and
the Kaiser Family Foundation.

< A variety of volunteer and other organizations that do not fall within the categories mentioned.

Some SAMHSA programs have performance goals, measures, and targets that were developed with
partners. Examples include the block grants, the Protection and Advocacy Program for Persons with
Mentd IlIness, State Incentive Grants and the Starting Early, Starting Smart Program for at-risk
families and children. In addition, SAMHSA’s misson and Long-Term god's provide data support for
ONDCEP s Performance Measures of Effectiveness (PME) Goals 1 and 3. SAMHSA participates with
other Federd agenciesin these efforts, and will track sdlected indicators in this section of its GPRA

plan in order to show trends that reflect the outcomes of the combined efforts of SAMHSA and al of
its partners.

Involved Federd agenciesinclude dl of the HHS components, especidly the Hedth Care Financing
Adminigtration, the Hedth Resources and Services Adminigtration, the Centers for Disease Control and
Prevention, the Nationd Ingtitute on Drug Abuse, the Nationd Ingtitute on Alcohol Abuse and
Alcoholism, and the Nationd Ingtitute of Mental Hedlth; and other federd agencies such as the Office
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of Nationa Drug Control Policy; the Department of Education; the Department of Veterans Affairs; the
Department of Justice; the Department of Transportation; the Department of Housing and Urban
Development; and the Department of Defense.

1.4  Summary FY 1999 Performance Report: Accountability through Performance
M easur ement

Perfor mance Commitment

SAMHSA'’ s intensve performance measurement development efforts this year have focused upon
completing the core sets of client outcome indicators for SAMHSA-funded programs that involve client
interventions. This effort has resulted in a set for SAMHSA’ s discretionary programs and asmilar set
for each Block Grant. The indicators consist of asmal number of variables that have emerged from
severd nationa consensus development processes as extremely important for charting the effectiveness
of substance abuse and menta hedth prevention and treatment services. Work in testing and
implementing these indicators continues.

Core Client Outcomes for Discretionary Programs

SAMHSA and the Centers have developed a core set of client outcome measures for discretionary
programs and projects which will be applied, as appropriate, to programs funded in FY 1999 and
beyond. A request for approva to collect data using these core client outcome measures has recently
received OMB gpprova. The client outcome measures for discretionary programs will be utilized and
reported by Knowledge Development and Targeted Capacity Expansion programs, where appropriate.
The datawill contribute to reporting of agency progress toward improving client outcomes through its
discretionary programs.

The core client outcomes tool for data collection draws upon several widdly used data collection
ingruments (e.g., the Addiction Severity Index, the National Household survey on Drug Abuse, the
McKinney Homeless Program reporting system, Monitoring the Future, Student Survey of Risk and
Protective Factors, and Prevalence of Alcohol, Tobacco, and Other Drug Use). Appendix B.3 liststhe
measures, including their source and the rationde for their selection.

Block Grants

SAMHSA has worked with the States over a period of years to develop a core set of outcome
indicators applicable to the block grants. SAMHSA recaived approval in 1998 to collect menta hedlth
information as part of the FY 1999 Community Menta Hedlth Services block grant gpplication, and
has just received gpprova in August 1999 to collect voluntary substance abuse prevention and
treatment information as part of the FY 2000 Substance Abuse Prevention and Treatment block grant
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goplicaion. Theindicators are listed in the sections of this plan pertaining to the Block Grants, which
are Sections 2.1, 2.8, and 2.19.

Summary of Performance Success

SAMHSA has made impressve stridesin FY 1999 to improve performance measures for al of its
programs. Targets were established for al of the 30 distinct SAMHSA programs by FY 1999. FY
1999 targets have been met or exceeded on 87% of the GPRA measures for which FY 1999 data are
available. Some data are not obtainable in time for this submisson. Those datawill be reported in the
FY 2002 submission, asindicated in the tablesin Part I1. The performance table below summarizes
SAMHSA GPRA performance for FY 1999.

1999 Performance Report Summary
99 targets Exceeded/ Met/Unmet Y et to be Reported
CSAT 8 2/1/2 3
CSAP 13 8/4/1 0
CMHS 20 7111 11
OMC 2 0/1/0 1
OAS 2 0/2/0 0
Totds 45 17/9/4 15

Performance Highlights

Mental Health Services

< The Comprehensive Community Mental Hedth Services for Children and Their Families
Program in 1999 served an estimated 15,600 children in increasing access to trestment and
quality mental health services through community rether than in resdentid placements.

< The Projects for Assstance in Trangition for Homeless (PATH) program has been successful in
reaching serioudy impaired homeless persons, for whom at least 59% had co-occurring serious
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menta illnesses and substance abuse disorders, more than haf of were living in the streets, in
shelters or in temporary housing and had been homeless for more than 30 days.

Substance Abuse Prevention

< In the Community Partnership Program data showed that 24 representative partnership
communities had lower rates of substance abuse in comparison to the control group
communities.

< Program Surveys aso reveded fewer reports of adult illicit drug use in Community Partnership
Programs.

Substance Abuse Treatment

< Technical assistance events resulted in 66% of States making systems, program or practice
improvements. Thisis 16% above the 1999 target.

< Prdiminary pilot sudiesin CSAT’ s Marijuana Trestment for Y outh program, have
demondrated actud reduction in marijuana use with five interventions. In untreated
adolescents, marijuana use typically accelerates until age 20, with out-patient trestment only
reducing or leveling the dope of increesng use.

Plans Included in the Submission

SAMHSA submitted a combined FY 2000 and Revised Final FY 1999 GPRA performance plan as
part of its FY 2000 Congressiond Justification. Accordingly, that plan isthe basis for the FY 1999
performance report. The FY 2001 Performance Plan builds on the four basic program goas for the
agency framework of the FY 2000 plan.

Summary of Performance Challenges

SAMHSA has made considerable progress during the past year toward obtaining needed data and
assuring that there is the necessary emphasis on evauation of agency programs. However, severd
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magor challenges remain as the agency seeksto collect and andyze performance data for nationa policy
godsaswell asto obtain data for assessing the performance of certain of SAMHSA’s programs.

Support of State Data Efforts

Examples of SAMHSA support of State data collection efforts include needs assessment activitiesin
CSAT and CSAP, and efforts to support States in devel oping performance measures

and identifying and collecting related outcome and other data. In order to make full use of the Block
Grants as a mechaniam for improving services and other activitiesin States, good information must exist
on the activities and services needs of the State and on the outcomes of State efforts. SAMHSA is
continuing to use available Block Grant set-aside funds to support activitiesto help States develop an
adequate data infragtructure to permit the collection and reporting of essentid data.

National Data Collection

Examples of SAMHSA nationd surveysinclude the National Household Survey on Drug Abuse
(NHSDA), and the Inventory of Mental Health Organizations. Data from these surveys are used for
GPRA purposes to set context and to establish and/or track the agency’ s broad, Long-Term goals that
are dso part of Headthy People 2010 and the ONDCP Performance Measures of Effectiveness effort.
SAMHSA’stop naiond data collection priority isthe expanson of the NHSDA to permit State-leve
edimates. Thisexpanson will asss SAMHSA in providing enhanced technical assstance to States
which need additiond assstance, asreflected by higher risk factors and prevalence of substance abuse.
A second priority isthe development of the Nationd Trestment Outcomes Monitoring System
(NTOMS), which will permit the ongoing assessment of substance abuse trestment outcomes at the
nationd level. Nationd data collection activities are resource intengve, in terms of staff time aswell as
dollars. SAMHSA will continue to address nationd data collection needs, first addressing those of
greatest priority to nationd efforts such asthe National Drug Control Strategy and Hedlthy People
2010.

Data Collection for GPRA Reporting

SAMHSA has the necessary authority and funding to collect and report necessary datafor al programs
other than the Block Grants, utilizing a portion of program funds. For the block grants, the States and
SAMHSA have been working in voluntary partnership for severd years to develop measuresthat are
useful to States as well as to the Federal Government. SAMHSA has been able to use set-aside funds
from each block grant to develop measures and pilot their gpplication. SAMHSA has worked with the
States to urge them to report outcome data on a voluntary basis as part of their block grant application.
OMB has now approved collection of a core set of information for both Block Grants. However, there
is evidence that without infrastructure funding, many States may not be able to take the essentia next
step of generating and reporting these data for menta health, substance abuse, or for both. Current
efforts will develop better information on State data infrastructure needs.
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Evaluation

SAMHSA has implemented an evauation policy that defines an integrated mode of evauation and
planning. The formulation of programmatic and eva uation priorities includes consultation with
SAMHSA gaff with evaluation expertise who are able to provide a technica advisory response,
Center Advisory Councils, and other externd expertsin the fields of evaduation and service ddivery.
Results from completed and ongoing eva uations continue to provide useful information for program
planning and policy development, as the agency continuesto refine its priorities and objectives.

Conclusion

SAMHSA has established aframework for carrying out its performance measurement responsibilities,
can report data evidencing significant performance for anumber of important programs, and has
processes in place to obtain many of the data that are missing or have not yet been generated for new
programs. Moreover, we are successfully collaborating with our stakeholders, partners and grantees to
improve performance measurement. Part |1 contains reports on program performance as the agency
continues to move forward in itsimplementation of GPRA.

PART |l - PROGRAM PLANNING AND ASSESSMENT
Introduction: Program Strategy and Budget Structure

As mentioned in the introduction to this Plan, a particular challenge for SAMHSA following the 1992
reorganization was to develop and implement a program strategy and budget structure consistent with
its legidatively defined misson. SAMHSA'’ s performance gpproach included the establishment of four
magor budget/program gods. Unlike SAMHSA’s mission level outcomes, the four Long-Term gods
reflect the outcomes of SAMHSA’s programmatic activities. Each of SAMHSA’ s budget activities,
new or existing, represents a strategy for achieving one of the four goals. SAMHSA'’s performance
plan and performance report includes activities recently initiated or currently underway and is presented
in relaion to the four programmatic gods. Within each budget line, one or more activities implements
the program intent. Each major activity aso hasaprogram god. At the activity levd, SAMHSA has
chosen the option, permitted by OMB Circular A-11, of utilizing quantifiable performance indicators to
measure an activity god thet is not saf-measuring.

SAMHSA’s Knowledge Development and Application budget line conssts of alarge number of
specific activities. Including specific measures and interim dataon dl of those activitiesin a
performance plan and report would produce a document of excessve length and detail. Accordingly,
SAMHSA has chosen certain representative activities to report and update on an annua basis until the
first group of these activitiesis ready for find reporting in FY 2001. Asthese and other activities are
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completed and find data have been andyzed, SAMHSA will report results in the GPRA report. The
tables at the beginning of each Center section show the schedule for completion and reporting of time-
limited and ongoing activities.

Aggregation of Program Activitiesin Annual Performance Plan

SAMHSA' s program activitiesinclude severa which cut across organizationd lines, and severa which
are particular to asingle agency component. Accomplishments in elther case are summarized in Section
1.4 of thisplan. SAMHSA's activities are reported by associated budget line item and pertinent

GPRA god in the following order:

Substance Abuse Treatment

21  SAPT Block Grant (God 1)

2.2  Targeted Capacity Expanson (God 2)
2.3  Adult Marijuana Users (God 3)

24  Wraparound Services (God 3)

25  Teen MaijuanaUsers (God 3)

2.6  Sating Early/Starting Smart (God 3)
2.7  Addiction Technology Transfer (God 3)

Substance Abuse Prevention

2.8  Prevention Set-aside from SAPT Block Grant ( Godl 1)
29  SYNAR Amendment (God 1)

210 Sate Incentive Grants (God 2)

211 Community Codition (God 2)

212 Predictor Variables (Goa 3)

213 Sarting Early/Starting Smart (God 3)

2.14  Youth Connect (God 3)

2.15 Workplace Managed Care (Goa 3)

2.16 Nationd Clearinghouse for Alcohol and Drug Information (God 3)
2.17  Youth Substance Abuse Prevention Initiative (Goa 3)
2.18 Applicaion of Prevention Technologies (God 3)

Mentd Hedth Programs

219 Mentd Hedth Block Grant (God 1)
2.20 Protection and Advocacy (God 1)
221 PATH Homdess (God 1)

2.22  Children’s Program (God 2)
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2.23
2.24
2.25
2.26

ACCESS Homeless (God 3)
Employment Intervention (God 3)
Knowledge Exchange Network (Goa 3)
Community Action (God 3)

Managed Care

2.27

Managed Care (God 3)

Substance Abuse National Data Collection

2.28
2.29
2.30

Household Survey Expansion (God 4)
Drug Abuse Warning Network (God 4)
Drug Abuse Services Information System (God 4)
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Substance Abuse Treatment

The misson of the Center for Substance Abuse Treatment (CSAT) is to ensure that people in need of
trestment recaive it, and to improve the effectiveness and efficiency of substance abuse treatment
sarvices throughout the United States. In conjunction with other Federd agencies such asthe
Departments of Justice and V eterans Affairs which support smilar activities, CSAT’ s efforts contribute
to achieving the Nationa Drug Control Strategy gods including reducing the number of drug users and
the health and socid cogts associated with drug use. CSAT relies on two programs. the Substance
Abuse Prevention and Treatment Block Grant and Targeted Capacity Expansion to ensure that
thousands of Americans who suffer from substance abuse problems get the best publicly funded
treatment services possible, when and where they need them. CSAT aso improves the effectiveness
and efficiency of substance abuse trestment services through its Knowledge Devel opment and
Application Program, by bridging the gap between research and service providersin loca communities.

The following are just afew highlights of our programs successes.

< CSAT increased the percentage of technica assistance events that resulted in 66% of States
making systems, program or practice change. Thisis 16% above the 1999 target of 50%.

< InCSAT s Marijuana Trestment for Y outh program, preiminary studies with five interventions
have demondtrated actua reduction in marijuanause. In untreated adolescents, marijuana use
typicaly accelerates until age 20, with out-patient trestment only reducing or leveling the dope of
increasing use.

CSAT contributes to three main gods which correlate with the budget for SAMHSA. The following
programs will be reported in the GPRA plan.

God 1. Assure Services Availability
2.1 SAPT Block Grant
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God 2: Meet unmet and emerging needs
2.2 Targeted Capacity Expansion Including TCE-HIV and TCE Outreach

Goal 3: Bridge the gap between knowledge and practice
2.3 Treating Adult Marijuana Users

2.4 Wraparound Services

2.5 Treating Marijuana Users

2.6 Starting Early/Starting Smart

2.7 Addiction Technology Transfer Centers

All of CSAT programs and activities are included in the table below. Of these programs two programs
address God 1 for 60 States and Territories; the Targeted Capacity Expansion program addresses
Goa 2 for 85 grantees; and the Knowledge Development and Application program, addresses God 3
with over 100 grants and contracts.

Activity Table - Center for Substance Abuse Treatment
* An agterisk indicates that performance information is reported in the FY 2001 performance plan and
report. Activities not asterisked are time-limited activities that will be reported out gpproximately one
year following their completion. These activities are measured in a manner Smilar to other activities

within their god area.

Firgt Funded Completed  First Reported
God 1: Assure Services Avallability

SAPT Block Grant Ongoing Ongoing Ongoing*
State Needs Assessment Program FY 1999 FY 2001 FY 2003*

God 2: Meet unmet and emerging needs

Targeted Capacity Expansion

TCE-Generd FY 1998  Ongoing Ongoing*
TCE-HIV FY 1999  FY 2001 FY 2003*
TCE-HIV Outreach FY 1999  FY 2001 FY 2003*

Goal 3: Bridge the gap between knowledge and practice

Tregting Adult Marijuana Users FY 1996  FY 1999 FY 2001*
Wraparound Services FY 1996  FY 1999 FY 2001*
Managed Care/Adults FY 1996  FY 1999 FY 2001

Homelessness Prevention FY 1996 FY 1999 FY 2001
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Managed Care/Teens FY 1997  FY 2000 FY 2002
Crimina Justice Diverson FY 1997  FY 2000 FY 2002
Treeting Teen Marijuana Users FY 1997  FY 2000 FY 2002*
Sarting Early, Starting Smart FY 1997 FY 2001 FY 2003*
Exemplary Treatment Models FY 1998  FY 2001 FY 2003
Women and Violence FY 1998  FY 2003 FY 2005
Treating Methamphetamine Use FY 1998  FY 2001 FY 2003
SA/MH in Aging Populations FY 1998 FY 2001 FY 2003
Practice Research Collaboratives FY 1999  FY 2001 FY 2003
Addiction Tech. Transfer Centers FY 1998  Ongoing Ongoing*
Nationa Leadership Inditute FY 1997  Ongoing Ongoing
Practice Research Networks

Community Action Grants FY 1998  Ongoing Ongoing

In future plans/reports, CSAT will be adding programs and measures a the beginning of each caendar
year. CSAT submissionswill indude the following information:

1) All active programs will be described; thisis particularly true for the KDA section of this report. The
Block Grant and TCE sections will remain unchanged except for updating the data.

2) Additiond preliminary data will be included for recently funded programs.

3) Find data should be available in the FY 2003 submission.

The Center for Substance Abuse Treatment is in the process of developing additional measuresto
examine the scope and impact of the activities contained within three programs. Block Grant, Targeted
Capacity Expansion, Knowledge Development and Application. In addition, we are making stridesin
the development of a center-wide Management Information System that will facilitate program
management through data. These developments are driven from the bottom-up, i.e. the program levd,
and will be completed over the next fiscal year. The use of data for management is not new to Public
Hedth; however, Substance Abuse Treatment has made policy changes to make improvementsin this
area. CSAT iscommitted to the use of data for management and accountability and is actively moving
to meet this god aong with the SAMHSA GPRA Gods. These efforts should, in the near future
improve CSAT’ s reporting mechanism for GPRA.
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2.1 Program Title Substance Abuse Prevention and Treatment (SAPT) Block Grant - Annual

Report of Ongoing Program

Performance Goals
Goal 1: Assure Services Availability

Targets

Actual Performance

Refer-
ence




1. Number of clients served and
outcome indicators:
Number of Clients served:

JOutcome Indicators:

Increase % of adults receiving services

who:

(a) were currently employed or
engaged in productive activities,

I(b) had a permanent placeto livein the
community;

(c) had no/reduced involvement with
the criminal justice system.

Percent decreasein

1(a) Alcohol usg;

J(b) Marijuana use;

(c) Cocaine usg;

§(d) Amphetamine use

I(e) Opiate use

* Note: Targets set according to
expectations based upon TEDS and
NTIES Evauation data. ** FY 97
baseline admissions is from the TEDS
data.

FY 01:1,635,422

FY 00:1,525,688

FY 99: N.A., firstincluded in
FY 2001

FY 01:40%*

FY 00: Establishing baselines

FY 99: N.A_; first included in
FY 2000.

FY 01: 40%*

FY 00: Establishing baselines

FY 99: N.A.; firstincluded in
FY 2000.

FY 01: 40%*

FY 00: Establishing baselines

FY 99: N.A.; firstincluded in
FY 2000.

FY 01: 40%*

FY 00: Establishing baselines

FY 99: N.A.; firstincluded in
FY 2000.

FY 01: 40%*

FY 00: Establishing baselines

FY 99: N.A.; firstincluded in
FY 2000.

FY 01: 40%*

FY 00: Establishing baselines

FY 99: N.A.; firstincluded in
FY 2000.

FY 01: 40%*

FY 00:Establishing baselines

FY 99: N.A.; firstincluded in
FY 2000.

FY 01: 40%*

FY 00: Establishing basdlines
(Approval to collect dataon a
\voluntary basis from States
was received on 8/99)

FY 01: 40%*
FY 00: Establishing basdlines
FY 99: N.A.; firstincluded in

FY 2000.

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: TBR
FY97: 1,200,000**

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 0L:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 0L:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

FY 01:TBR 8/01
FY 00:TBR 8/00
FY 99: N.A.

B115
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2. Through TOPPSII activity, reach B115
agreement on Standardized approach FY Ol:Maintain at 19 FY OLTBR 8/01
within one year of grant funding and FY OO:Maintain at 19 FY 00:TBR 8/00
implement voluntary performance FY 99: Not Applicable; First FY 99: Badine 19
outcome messures for SAPT block included in FY 2000.
grant across States
3. Increase the number of States and B115
territories reporting performance FY 01: 48 FY 0L: TBR 801
measuresin their SAPT Block Grant . FY 00: 19 FY 00: TBR 8/00
(Messure 3 added to incorporate FY 99: Not Applicable; First FY 99 Basdine No States
outcome measures in Sate plans) included in FY 2000.
4. Increase % of Statesthat express FY 01: 95% FY 0L TBR 801 B115
satisfaction with TA provided FY 00: 90% FY 00: TBR8/00
J(Formerly Messure 3in FY 2000) FY 99: 85% FY 99: 96% Sdtisfied and Very
Satisfied combined
FY 98 Basdine: New survey, O
States
5. Increase % of TA eventsthat result FY 0L 75% FY 01: TBR &/ 01 B115
in systems, program or practice change FY 00: 70% FY 00: TBR8/00
(Formerly Measure 4 in FY 2000) FY 99: 50% FY 99: 66%; 16% above target
FY 98: Basdline Zero; No survey
conducted.
6: Increase % of BG gpplicationswhich  [FY 01: 85% FY 0L TBR &/ 01 B115
include needs assessment datafrom FY 00: 80% FY 00: TBR 8/00
CSAT needs assessment program. FY 99: 75% FY 99: 72%; 3% bdow target
(Reingtated - Formerly Measure 2 FY FY 98 72%
1999; dropped in FY 2000) FY 97 Basdine 62%
Total Funding: 1998:  $1,360,107,000 (These aretotalsbefore
1999:  $1,585,000,000 deducting 20% Prevention Set-
2000: $1,600,000,000 Aside)
2001 Req:$1,631,000,000

2.1.1 Program Description, Context, and Summary of Performance

The program was established in 1981 as a consolidation of earlier categorica programs in community
mental health and substance abuse services. A 1990 study recommended that 1) due to disparitiesin
the amounts alocated to mentd health and substance abuse, the block grant be split in to two separate
block grants, 2) the allocation should be based on the proportion of poor personsin the State, and not
the entire State population, and 3) there should be an adjustment for cost of services because some
States had higher cogts than others. Thus, in 1992 the BG alotment was split into two portions, one for
menta health and one for substance abuse. (P.L. 102-321 the ADAMHA Reorganization Act).

This program provides funding to 60 States and territories in support of trestment and prevention
services for persons at risk of or abusing acohol and other drugs. The program is the cornerstone of
the States' substance abuse programs, accounting for 40 percent of public funds expended for
treatment and prevention (FY 1995). In 19 of the 60 States and territories (FY 1997), the grant
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provides the mgority of funding available to support substance abuse treatment services.

Thisisavita and indigoensable program to State efforts to maintain viable trestment capacities and to
respond to the needs of those citizens who are greatest risk for acohol and drug abuse. CSAT has
provided funding to over 7000 substance abuse trestment providers. As can be seen from the
following set of trend data (Treatment Episode Data Set 1997 Report SAMHSA, 1999) the substance
abuse Block Grant program has assisted in funding between 1.4 and 1.6 million admissions per year
since 1992.

In addition to the direct funding of services, CSAT isusing a portion of the 5% set-aside toward the
development of outcome measures to assist the States in monitoring and eva uating substance abuse
treatment services, the collection of needs assessment data to assst in the planning and resource
dlocation at the State level, and a broader range of technical assstance activities.

Program Performance and Preliminary Data: The data for this program can be divided into process
measures and performance measures. By examining both the process and the outcome measures we
can see movement toward outcomes as well as preliminary data available on the actud performance
Mmeasures.

There are Six performance measures. These measures are discussed in detail in the Goa by Goal
Section. Targets have been sat for the voluntary measures relying on existing data such as the
Treatment Episode Data Set (TEDS) and published literature about the performance of clientsin
treatment.

To date, the exact client countsin block grant funded facilities are developmental. States are working
towards unduplicated counts. The mgority of the states should be able to report unduplicated counts by
FY 2001. A proxy of service utilization is“admissons’ for substance abuse trestment submitted in the
FY 1999 BG gpplications. These FY 1996 admissions may count the same person more than once if
he/she had more than one admission. The FY 1996 admission data, however, are the best data
currently available:

< Primary diagnosis-acohol 898,733
< Primary diagnosis-drug 937,694
< Poly drug use 414,728

TOPPS 11 initiative has now produced common core data items, which are being piloted in 19 States.
CSAT has completed the incorporation of voluntary outcome performance measures into the FY 2000
SAPTBG application, and has received approva from OMB for the collection of the dataon a
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voluntary basis. Thefind consensus-driven items are included in Appendix B1.

Preliminary data are reported in the tables above and discussed in section 2.1.2. when available. The
voluntary measures (Measures 2a-3e) have just been indtituted and data are not currently available.

2.1.2 Goal-by-Goal Presentation of Performance

Measure 1. Core outcome indicatorsfor adults and adolescentsreceiving substance abuse
treatment will bereported voluntarily by those Statesthat are ableto do so aspart of the FY
2000 block grant application, asfollows:

Increase % of adults/adolescents receiving services who:

(a) were currently employed or engaged in productive activities
(b) had a permanent placeto live in the community

(¢) had no/reduced involvement with the criminal justice system.

Percent decreasein:
(d) use of specific substances (alcohol; marijuana, cocaine; amphetamine; opiates)

Rationale These items are sandard measures which are often reported in eva uation Sudies that
examine treatment effectiveness. Nationa Treatment Improvement Evaluation Studies (NTIES) has
used these indicators and it is reasonable for these items to be used as proxy measures for setting
targets. NTIES has found that over time substance abuse trestment programs cut primary drug usein
half, reduced rdated medicd vidts, and reduced in-patient mentd hedth vidts. Treatment dso
reduced crimind activity by as much as 80%. In addition, crimind activities declined significantly among
NTIES dientsfor:

Sdling Drugs (-78%),

Shaoplifting (-82%),

Besating someone up (-78%),

Arrests for any crime (-64%), and

< recelving most income from illegal sources (-48%).

It isaso important to note here that the TEDS data are used as proxy data for setting the targets for
Measure 1, number of clients served. Also it isimportant to note that although it appears that
admissions to treetment are declining, the number of clientsin the TEDS admissons does not represent
the tota nationa demand for substance abuse treestment, nor prevalence of substance use in the genera
population.

N N NN
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Data Source and Vdidity of Data: Datawill be reported by States in December 2000 indicating
sources within states.

Basdine Basdine datawill be avalable in the fal of 2000.
Target: FY 2001 40% increase in gppropriate behaviors
Progress Update: August 2000.

Measure 2: Through TOPPSI1 activity, reach agreement on standar dized approach within
oneyear of funding and implement voluntary performance outcome measuresfor SAPT block
grant across States

Rationde: To date, the identification of performance and outcome measures for the substance abuse
block grant programs has been identified as a critica need. The identification and acceptance of the
outcome measures have been accomplished through a collaborative partnership. Such an approach
requires time to implement and complete; the Treatment Outcome Filot Projects 11 (TOPPS 1) and
other activities arein place to accomplish thisgod.

Data Source and Vdidity of Data: Ultimately, each State is responsible for the methodology of data
callection and andyss. Aswith earlier performance indicators, States will report this information in the
grant gpplication. Reliability and vaidity will be assessed through project monitoring and periodic
compliance reviews of project records. In addition, quarterly steering committee meetings will be held
to address and monitor the development of this project.

Basdine FY 1997, no measures.

Target: FY 98, target was partidly met when dl 19 states agreed on the standardized outcomes and are
in the process of implementation.

Progress Update: Measure 2 is needed to contribute to the devel opment of core measures of substance
abuse for State Block Grants. Initid TOPPS projects were funded at the end of FY 1997; TOPPS 1|
projects were funded in September, 1998. Information domains and measures have been identified
and instruments for data collection have been decided on. Agreement on domains for data collection
and some standards for methodology have been devel oped.

To date, a 31 item inter-State core data set has been developed by the TOPPS || Steering Committee
to measure substance abuse treatment effectivenessin SAPT BG funded trestment programs. This
inter-State core data set has been approved through a consensus processinvolving al 19 TOPPS |
Project States. The TOPPS 11 inter-State core data set has incorporated the four outcomes items
proposed in the revised SAPT BG uniform agpplication for FY 2000. These four items measure
employment satus, housing status, crimind justice, and acohol and drug use.
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The inter-State evauation design for TOPPS |1 participants will be apre-post test design that collects
data at client intake, discharge and again at follow-up to allow treatment providers the opportunity to
asess the causal links between program process and client outcomes and to monitor common
substance abuse treatment effectiveness data measures across various State management information
systems.

JFY 1997 badine JFY 1998 Target FY 1998 actua FY 1999 Target

0 outcomemessures  JOutcomedomans  |Generd agreement on Instruments will be

tested; preliminary el ected, domains has been selected and pilot-

discussons held instrument reached with the testing begunin
Hection Sates, work is selected dtates.
underway continui ng

Measure 3: Increase the number of statesreporting performance measuresin their SAPT
Block Grant.

Rationde: As an infrastructure development activity, TOPPS |1 process will develop an approach that

isviablefor dl of the States. Complete adoption by al Stateswill take some time but annua progress
will be monitored. Adoption by the States of the measures once the necessary development work has
begun to be completed, is the gppropriate outcome measure for this critical activity.

Data Source and Vdidity of Datac Datawill be collected by community-based providers usng standard
instruments administered to the clients by trained interviewers.

Badine: FY 1999, no gtates

Target: Within one year following completion of the activity (FY 2001), 50 States, 8 territoriesand 2
tribes will have adopted the standardized approach.

Progress Update:  Currently the block grant application has been modified and approved by OMB to
include the collection of this critica information. Asthisisanew activity. We do not have data a
present but will in the FY 2000 performance report. Currently about 20% of the applicationsinclude
the voluntary measures. In addition, al 19 States of the TOPPS |1 project have adopted these
measures. We will continue to monitor thisinformation as is necessary and report annudly on the new
targets which have been defined.

Measure 4: Increase proportion of Statesthat express satisfaction with technical assistance
provided.

Rationde Customer satisfaction is agood measure of the responsiveness and utility of SAMHSA's
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information and technical assstance efforts. A globa satisfaction measure that includes these
components has been developed, implemented and will continue to be used in future years.

Data Source and Vdlidity of Data: Data sourceisasurvey of the States. Reliability and vdidity was
assessed by the independent contractor as part of survey design, development, and pilot
implementation

BasdineTarget:
FY 1998 [ FY 1999 Target FY 1999 actual FY 2000 Target IFY 2001 target
basdline
fov 85% 96% satisfied and very AN% 95%
satisfied combined

A customer feedback system was designed and piloted with 14 Statesin FY 1998. Based upon
feedback from informal telephone interviews conducted by an independent contractor indicating avery
high degree of satisfaction with the technical assistance, setting the FY 1999 target at 85%, and FY
2000 target at 90% appeared reasonable. 42 of the 60 States and Territories were surveyed
between November of 1998 and November of 1999 in order to determine the level of satisfaction with
CSAT s Technicd Assstance.

Progress Update: When the two highest categories (satisfied and very satisfied) are combined the
overd| satisfaction rate is 96%. Sixty-seven percent (67%) of the 42 states surveyed reported being
very satisfied with the technical assstance provided. This does not meet our target of 85% however, in
FY 2000 we would like to improve the very satisfied rating to 90%.

Measure5: Increase percentage of TA eventsthat result in appropriate systems, program,
and/or practice change(s).

Rationale The impact of technical assstance is measured by positive changes that occur (and are
maintained) in those systems, programs or practices addressed during the course of the technical
assstance activity. Technica assstance which is off-point, too esoteric for implementation, or
otherwise not practica will not result in implementation of improvements in the trestment system.

Data Source and Vdidity of Data: Data sources which are consonant with the selected measures have
been sdlected and included in a survey and the validity and qudlity of data have been assessed in the
survey design and devel opment process.
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BasdinegTarget:

FY 1998 FY 199 Taget  |FY 1999 actual FY 2000 Target Py 2001 target I
basdline
|0% [ 66% 70% 75% |

Progress Update: As part of asurvey of States and Territories, 66% reported making a change in their
system as aresult of Technicd Assstance received from CSAT. SAMHSA, in partnership with the
field, began developing appropriate measures and data sources for this activity in FY 1998 aswell asa
methodology to ensure that the data are gathered without significant delay or burden to the recipients of
technical assstance. With regard to the SAPT BG, a system for ongoing feedback on the impact of
CSAT technicad assstance resources on State systems is under development. A component of that
effort will be followed up severd months after the ddivery of technica assistance to determine impact.
OMB has approved the survey form regarding systems impact for telephone data collection. 1t will be
implemented through the use of an independent contractor. The development of an ongoing process of
surveying State directors (SSAS) several months after the ddlivery of technical assstance is well
underway, using this methodology.

The following quotations from State directors help to illustrates some of the impact

“First it increased collaboration across multiple systems for one of our counties. Also, the data
integration technical assistance helped us demonstrate the efficiency of our system. Thisledto a
budget increase by the legidature of $30 million dollars. This happened because we had good
research that proves that what we are doing save lots of acute care and psychiatric care. For
every 2.5 million spent by us, the state saves 4.8 million in other health care costs.”

“It has improved our ability to improve services to Medicaid populations and has bolstered our
changes that are underway.”

“ The technical assistance has helped to get training which has helped us get results”

Measure 6: I ncrease the per centage of BG applications which include needs assessment data
from CSAT needs assessment program.

Retionale: One of the statutory requirements for the SAPT block grant is that states base their planning
for the use of BG funds on needs assessments within the sate. For the past five years, CSAT has
provided direct technical assstance (in dollars and personnd) to Single State Agenciesto engagein
State-based needs assessment activities. The block grant application requires that States be able to
aray need-for-trestment data using sub-gate planning regions as the basic unit of andysis. Every
State, and most territories have now received et least one award in this area, and each State which has
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completed a core of basic studiesis encouraged to use those State-generated data sets as the basis of
their block grant applications. A measure of the success of this activity isthe proportion of states that
do include this information; targets are based on the proportion of States who have completed at least
aninitid round of needs assessment sudies.

Data Source and Vdidity of Datac Data are being collected via the Block Grant Application System.

A recent GAO report identified some problems with the completeness and accuracy of the data
reported by the States and recommended that CSAT develop a plan for making improvements. CSAT
developed afour sep action plan and isimplementing it at thistime. In brief, vaidity of the data under
this system isreviewed as part of the approva of funding and specific feedback provided to individua
States. In addition, reviews of the data are done as part of acyclical compliance review process
required by statute.

BasdineTarget:

Fy 1997 [Py 1998 [Py 1998actud  |FY 199 Taget [FY 1999 actud  [FY 2000 Target IFY 2001 target I
basdine Taget
I62% |65% 72% 7% 72% 80% |85% |

Progress Update: The proportion of States that submitted needs assessment data as part of their
applications exceeded the FY 1998 target. In the coming year, CSAT will continue to work
collaboratively with the States to increase the proportion of those who have completed their initia
needs assessment studies to report that datain their applications. Forty States currently have contracts
from CSAT to conduct needs assessment studiesin support of their block grant planning and reporting;
23 of those States have successfully completed one round of studies and are conducting a second set at
thistime. The success of this ongoing program is reflected in the sate’ s ability to provide the data
required by the statute.

2.2 Program Title: Targeted Capacity Expanson-Annual Report of Ongoing Program:
Performance M easur es

Performance Goals Targets Actual Performance Refer-
Goal 2: Meet emerging and unmet needs ence
1. Increase the number of dlients served FY 01252200 FY OL: TBR8/01 B1l1
FY 00: 23,073 FY 00: TBR 8/00

FY 99:8,700 FY 99: 3,200 preliminary data
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2. Incresse % of adults receiving
services who:

(8 were currently employed or engaged
in productive activities,

I(b) had a permanent placeto livein the
community;

(c) had no/reduced involvement with the
criminal justice system.

(d) experienced no/reduced dcohal or
illegdl drug rdated hedth, behaviord,
socid, consequences

(€) increase percent of dientswho had
no past month substance use

* In previous plan a place holder existed
stating Improvement on SAMHSA Core
Client Outcomes. Having receive OMB
approva we have included the actud
items.

Note: * See page 36 for reference.

FY 01: 40%
FY 00: 30%
FY 99: Not gpplicable*

FY 01: 40%
FY 00: 30%
FY 99: Not gpplicable*

FY 01: 1 daysinjail
FY 00: 2daysinjail
FY 99: Not gpplicable*

FY 01: 40%
Fy 00: 30%
FY 99: Not gpplicable*

FY 0L 40%
FY 00: 30%
FY 99: Not gpplicable*

FY 0L: TBR 801
FY 00: TBR 800
FY 99 Prdiminary Basdine:17.5%

FY 01: TBR 8/01

FY 00: TBR 800

FY 99 Prdiminary Basdline: 84.6%
housed*

FY 01: TBR 8/01

FY 00: TBR8/00

FY 99 Prdiminary Basdine 2.45

days
FY 01: TBR 8/01
FY 00: TBR8/00

FY 99 Prdiminary Basdine 20%

FY 0L TBR 8/01
FY 00: TBR 8/00
FY 99 Prdiminary Basdine: 0%

B111

Total Funding:

1998: $ 24,732,000
1999: $ 55,089,000
2000 : $114,307,000

2001 Req:$163,161,000




33

¢) Ended GPRA DataCollection
on schedule
(Will not occur until 3 years
into project)

d) Began Prdiminary Data
(Andysis on schedule)

€) Completed Andysis
on schedule
(Thisshould not occur until
completion of data collection)

f) Submitted Final report on schedule

Y 01:41-origind grantees
Y 00: Not gpplicable
Y 99: Not gpplicable

FY 01: 131
Y 00:131
FY 99: 41

FY 01:41-origind grantees
Y 00: Not gpplicable
FY 99: Not gpplicable

Y 01:41-origing grantees
FY 00: Not gpplicable
FY 99: Not gpplicable

Y 01: TBR 8/01
Y 00: Not gpplicable
Y 99: Not gpplicable

Y 01: TBR 8/01
Y 00: TBR 8/00
Y 99: 18 or 43% of target

Y 01: TBR 8/01
Y 00: Not gpplicable
FY 99: Not gpplicable

Y 01: TBR 8/01
FY 00: Not gpplicable
FY 99: Not gpplicable

Process M easur es*
Performance Goals Targets Actual Performance Refer-
Goal 2: Meet emerging and unmet bnce
needs
L. Number of Grantees Y 01:131 Y 01: TBR 8/01 B111
Y 00:131 Y 00: 131 preliminary
Y 99: 41 FY 99:41
Y 98: 41
P. Number of Funded Grantees that Y 01:131 Y 01: TBR 8/01
a) Deveoped Protocols on schedule Y 00:131 Y 00: 131 or 100 % of Target
Y 9941 Y 99: 41 or 100% of Target
b) Began GPRA data collection Y 01:131 Y 01: TBR 8/01
on schedule Y 00:131 Y 00: TBR 8/02
FY 99:41 Y 99: 18 or 43% of target

* Process measures were not included in previous submissions

2.2.1 Program Description, Context, and Summary of Performance

The Targeted Capacity Expansion (TCE) Grant Program began in 1998 to address gaps in trestment

capacity by supporting rapid and strategic responses to demand for substance abuse treatment

sarvices. The response to trestment capacity problems included communities with serious emerging
drug problems as wdll as communities with innovative solutions to unmet needs. Grantees encompass a

wide variety of sources, induding the following:
locd governmentd entities, cities, towns, and counties,
regiona governmenta entities; and
State, Territories, and Indian Triba Governments.
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Most grantees may be classified into one of five categories, based on the new and emerging needs of
these specific populations they serve: women, Native Americans, adolescents, methadone/injection
drug users, and crimind judtice involvement. Some grantees have identified other populations such as
the cognitively impaired and/or physicaly disabled individuas and those diagnosed with co-occurring
disorders. Subgroups exist within each of the targeted populations including racid and ethnic minority
groups, homdessindividuds, and persons living with HIV/AIDS.

Applications are made to CSAT requesting funds to provide services that address emerging or unmet
need in any community across the United States. Applicants must document the emerging or unmet
need in their proposd, which isthen reviewed by peers and given a priority score. Based on these
ratings the project may get funding. In addition, the Congressiona Black Caucus earmarked severd
million dollars for HIV/AIDS to the African American communities including adolescent aswell as
women and their children. These programs have been incorporated into the Targeted Capacity
Expangon Program budget line.

The current Targeted Capacity Expansion Program awards have been classfied into one of five groups
based on the specific population they serve. They fit into these categories with some overlap:

Population Clugters

: Women (15 grantees)
Native Americans (9 grantees)
Adolescents (6 grantees)
Methadone/Intravenous Drug Users (5 grantees)
Crimina Justice (5 grantees)
HIV/AIDS (25 grantees)

Additiona populations have dso been identified: Higpanic/Latino, African American, Alcohol and
Dualy Diagnosed.

Program Performance and Prdiminary Data: The number of grantees for this program was targeted at
41 in 1998 and has been achieved. Additional process measure outcomes indicate that 100% of the
1999 and 2000 target has been met for the development of study protocols, and 43% of the target has
been reached regarding the process of collecting data. Findly, 43% of the target has been reached
with respect to the preliminary analysis of data enabling the program and CSAT to report preiminary
dataregarding the initia progress on the SAMHSA Core Client Outcomein thisreport. These data
will be updated regularly in future submissions. Findly in FY 2000 an estimated 23,073 persons will
have been served, with future estimates that predict Sgnificant increases.

Mog projects are now operationd and actively serving clients. Enrollment is consistent with
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projections a most sites. Where enrollment is below projections, saff are devisng strategiesto
increase the number of clients being served. Evauation plans are being implemented and data are being
collected at those projects which have started serving clients.

Prdiminary andysis indicates that some clients to be served have received services, however, number
of enrollments vary. Performance measures will include the SAMHSA GPRA Core Clients Outcome
Measures. The GPRA Core Clients Outcome Tool has just received OMB approva (10/18/99), so

limited data are available.

Table 2.2 indicates the basdline percentages for those clients on which GPRA data had been collected
to date. Asmore data are collected, (including the follow-up data) these will be reported. While this
data are preliminary and represent only 486 of the 3000 clients served they are useful indicators of
basdine characterigtics of clients being served in this program.

2.2.2 Goal-by-Goal Presentation of Performance
Measure 1. Numbersof Clients Currently Being Served:

Rationde Thisitem is a sandard measure which is often reported in evduation sudies that examine
trestment effectiveness. With regard to accountability, this item is an important monitoring factor from
which program performance can be estimated

Data Source/Vdidity: Data are derived from monthly reports submitted to the Government Project
Officer. These dataare dso included in the programs submission of their data setsto CSAT

Basdine: FY 1999, 3,200 based on preliminary data
Target: FY 2000, 23,073; FY 2001: 25,200

Progress Update: Based on preliminary data that cover the first sx months of start up,
operationdization, and implementation of the projects (October, 1998-June 1999), the TCE projects
have served gpproximately 3,200 clients.

Data are dill ketchy at this point Snce we were in theinitia phase of the program, and data collection
could not begin until OMB approvad of the GPRA data collection tool, and Site specific issues were
resolved. The next quarterly progress reports should show a significant jump in the volume of data
available for this program. This prediction is supported by verba feedback obtained from the
evauators at the TCE Cross-ste Evauation meeting (December 1-3 1999).
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M easur e 2: Increase the percentage of adults receiving services who:
(&) were currently employed or engaged in productive activities,
(b) had a permanent place to live in the community;
(©) had na/reduced involvement with the crimind justice system.
(d) experienced nofreduced acohal or illega drug related hedth, behaviord, socid,
consequences
(€) increase percent of clients who had no past month substance use

Rationde Theseitems are standard measures which are often reported in evaluation studies that
examine trestment effectiveness. In addition, these items are generdly collected a admisson by the
treatment program in order to assess an individuals substance abuse problem.  NTIES has studied
severd of these indicators and has found that over time substance abuse trestment cut primary drug use
in haf, reduced rdated medica vidts, and in patient mental hedlth vists. Treatment aso reduced
crimind activity by as much as 80%. Crimind activities declined Sgnificantly among NTIES dientsfor:
Sdling Drugs (-78%), Shoplifting (-82%), Beating someone up (-78%), Arrests for any crime (-64%),
and receiving most income from illegal sources (-48%).

Please note that the current basdline for ( b), had a permanent place to live in the community, is based
on preiminary datawhere (n=400). When the data is complete (n=3,000), the number housed with a
permanent place to live in the community is forecast to Sgnificantly decrease. Researchers anticipate
that the when the program enters its maturity and more data is available, the number of persons housed
will sgnificantly decrease judtifying the current target levels.

Data Source and Vdlidity of Data: The data for this measure are gathered using the SAMHSA Core
Client Outcomes GPRA Tool. Each Center has atool which addresses as appropriate their population
with regards to client outcomes. CSAT hasingtituted thistool across al its new discretionary KD
programs. The validity of the datais monitored by severa data coordinating centers assigned to each
program and whose responsibility it is for data collection, verification, cleaning, and ddivery to CSAT
these GPRA items.

Basdine FY 1999 (NOTE: Preliminary Data-Not al sites have reported)

(&) were currently employed or engaged in productive activities, 17.5%
(b) had a permanent place to live in the community; 91.8%
(©) had no/reduced involvement with the crimind justice system as measured by daysin

Al 2.45 days
(d) experienced no/reduced dcohol or illega drug rdated hedth, behaviord, socid,

consequences 20%
(©) increase percent of clients who had no past month substance use 0%

Target: FY 2000 30% Increase from baseline to follow-up.
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Progress Update: Approval to collect these measures was just received in October of 1999 from
OMB. A limited number of grantees have collected these data on avoluntary basis. These preliminary
results are presented in the table above. 1t isimportant to note that these data are basdline and do not
represent follow-up of change scores. It is CSAT' sintention to collect thisinformation abasdine, 6
months and 12 months post basdine. All datathat is available at each submission cycle will be included
in the plan/report.

Knowledge Development and Application Program

Having described the programs of SAPTBG and TCE the focus will now shift to the Knowledge
Development and Application (KDA) Program portfolio . Unlike the Block Grant and Targeted
Capacity Expansion program which have many of grantees under one program, the KDA program has
avaiety of projects each of which hasareatively smal group of grantees. Currently the portfolio
contains 18 projects. This portion of the GPRA plan/Report will focus on five of these projects. Inthe
FY 2002 submission cycle al KDA activitieswill be included and discussed. The FY 2002
Performance Plan and FY 2002 Performance Report will include areport of dl FY 1996 KD&A
programs completed in FY 1999, and will include summary information regarding FY 1997, FY 1998,
FY 1999, and FY 2000 KD&A programs.

2.3 Program Title: Treating Adult Marijuana Users (Interim Report): Performance M easures

Performance Goals Targets Actual Performance Refer
Goal 3: Bridge the gap between knowledge ence
and practice
1: Submit two dlinica intervention manuas FY 00: Not applicable FY 00: Not gpplicable B97
with lessons learned FY 99: Manuds FY 99: Manudswere

submitted completed by 1999
This measure will be dropped in future FY 98 Basdine No manuds
submissions due to its completion
2: Clients provided 12 weeks of treatment will FY 01: Not gpplicable FY OL: Not applicable B97
have better outcomes than those provided 6 FY 00: 12 weeksvs 6 FY 00: TBR 8/02
weeks weeks of trestment

FY 99: Not gpplicable FY 99: Not gpplicable
FY 98 Basdine TBR 800

Total Funding: 1996: $1,300,000
1997: $1,680,000
1998: $1,844,000
1999: (Prg. Finished)




38

schedule
Will not occur until 3 years
into project

d) Begen Prdiminary Data
Andysison schedule

€) Completed Analysis on schedule
This should not occur until
completion of data collection

) Submitted find report on schedule

Y 00: Not gpplicable
Y 99: Not gpplicable

FY 015
Y 00:4
FY 99: 3

Y O1:3-origind grantees
Y 00: Not gpplicable
Y 99: Not gpplicable

Y OL:3-origind grantees
Y 00: Not gpplicable
Y 99: Not gpplicable

Y 01.TBR 8/01
Y 00: Not gpplicable
Y 99: Not gpplicable

Y 01.TBR 8/01
Y 00:TBR 8/00
FY 99: 3 or 100% of target

Y 01.TBR 8/01
Y 00: Not gpplicable
Y 99: Not gpplicable

Y 01.TBR 8/01
Y 00: Not gpplicable
Y 99: Not gpplicable

Process M easur es*
Performance Goals Targets Actual Performance Refer-
(Goal 3: Bridge the Gap between ence
Knowledge and Practice
L. Number of Grantees Y 01: 5 Y 0LTBR 8/01 B97
FY 00: 4 Y 00:TBR 8/00
Y 99: 3 FY 99: 3
P. Number of Funded Grantees that Y 01:5 Y 0LTBR 8/01
a) Developed Protocols on schedule Y 00:4 Y 00:TBR 8/00
FY 99:3 Y 99: 3 or 100% of Target
b) Began data collection on schedule FY 015 Y OLTBR 8/01
Y 00:4 Y 00:TBR 8/02
FY 99:3 FY 99: 3 or 100% of target
¢) Ended GPRA Data Collection on Y O1:3-origind grantees

* Process measures were not included in previous submissions.

2.3.1 Program Description, Context, and Summary of Performance




39

The Marijuana Treatment Project (MTP) otherwise known as the Multi-site study of the Effectiveness
of Brief Treatment for Cannabis Dependence, began in 1996 and is a 3 year, randomized clinicd trid to
investigate the effectiveness of brief interventions for individuas who are dependent on cannabis. The
project addresses the most commonly abused illicit substance in the United States, and is comparing
two focused treatments for dependent individuas from differing socioeconomic and racid backgrounds.
Findings from studies such as the NIMH Epidemiologica Catchment Area Survey and the Nationd
Co-morbidity Study indicate that cannabis dependence is the most common form of dependence
associated with illicit drugs. In addition, recent surveys of publicly funded drug trestment programs-the
Drug Abuse Treatment Outcome Study (DATOS) and the Nationa Treatment Improvement Evauation
Study (NTIES) found that alarge percentage of admissions reported the primary drug problem for
which they sought trestment was marijuana use or marijuanain combination with alcohol. However,
despite the large number of people seeking trestment there is no consensus within the scientific or
clinicd community about the type or intendity of trestment thet is optimaly effective.

The program is being conducted at three collaborative centers employing a common protocol and
seeks to answer two primary questions: (1) Are focused interventions any more effective than no
treatment; and (2) Does a 12 week treatment produce better results than a 6 week treatment?

Program Performance and Preiminary Data: As noted in the table above data protocols have been
developed, collection of data has begun and andlysisis continuing. More specificaly, the end of
trestment evauation and the 4-month evauation have been completed.  The 9 month follow-up has
been completed and isbeing andyzed. A 15 and 21 month follow-up isin implementation for data
collection. At this point thislatter evaluation will be abbreviated and conducted viateephone. It
should be noted that outcomes of measure 1 will only be determined a the 4-month follow-up
evauation.

2.3.2 Goal-by-Goal Presentation of Performance

Measurel: Coordinating Center will submit copies of the two clinical intervention manuals,
with annotations of “lessons learned” during the conduct of the field portion of this project.

Rationde: In addition to generating findings on the relative effectiveness (or lack thereof) of brief
interventions on marijuana users, this project expects to generate one or more intervention models that
can be disseminated to dlinicians throughout the country, assuming that the findings are positive. Two
intervention manuds, and associated annotations, will be delivered. These products will be reviewed
for possible nationd dissemination, expanded clinica training, and further evauation of the impact that
brief interventions might have in addressing critica trestment needs. The reason for this measure is that
clear and well defined documentation of programmetic activities and productivity are criticd

Data Source and Vdidity of Data: Project records will document activities of the Coordinating Center.
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Basdine FY 1998, no manuals.

Target: FY 1999, manud was completed in August 1998 and isin the SAMHSA review process for
publication.

Progress Update: Measure 1 Accomplished: Manuas were completed in August, 1998. They are
being reviewed and dissemination plans developed. Completion of this activity was accomplished
ahead of schedule.

Measure 2: Across subpopulations, clients provided 12 weeks of treatment will have better
outcomes than those provided 6 weeks of treatment.

Rationde: Asindicated previoudy, some limited research in this areaindicates that 12 weeks of
trestment has better results than 6 weeks but the individuas involved in those studies did not include
large number of minority or femae clients. Once completed, this study will provide evidence of
effectiveness across a number of important subpopulations.

Data Source and Vdidity of Data: Data are being collected with stlandard instruments administered to
the clients by trained interviewers.

Basdine FY 1998, basdine, end-of-treatment, and 4 month data collection have been completed but
not analyzed yet.

Taget:  Our hypothesisis that the experimenta group will have 10% better outcomes than the control
group, however, basdline data is needed before this can be established.

Progress Update: Interim performance findings should be available for next year’ s report. However,
process data indicate that of the three grantees funded under this project, dl have developed protocols
and have begun to collect data. In addition, preliminary data processing is occurring with regard to
data cleaning, a process whereby the data files are prepared for preiminary and find anaytic work.

24 Program Titlee Wraparound Servicesfor Clientsin Non-resdential Substance Abuse
Treatment Programs. Evaluating Utility and Cost effectivenessin the Context of Changesin
Health Care Financing (Interim Report): Performance M easures
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Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap between knowledge ence
and practice
1. Coordinating Centerswill develop and FY 00: Not gpplicable FY 00: Dropped once B97
apply Satistica models to determine which completed.
factors are associated with client retention and FY 99: 100% modds FY 99: TBR 8/00
outcome. developed & applied

FY 98 Basdine: No modds
2. Find reportswith findings, documented FY 01: Not applicable FY 01: Dropped once B97
databases and satistical modelsare completed
transmitted to CSAT, results validated. FY 00: 100% reports FY 00: TBR 8/00

FY 99: Not applicable FY 99: Not applicable

FY 98 Basdline: No reports

3. Clients receiving wrap-around services will FY 01: Not applicable FY 01: Dropped once B97

fhave better outcomes than clients who receive
substance abuse treetment done, such as
reduction in use of illicit substances,
improvements on employment, housing, and
education.

FY 00: Better outcomes
with wrap-around
FY 99: Not applicable

completed
FY 00: TBR 8/02

FY 99 Basdine TBR 8/00

Total Funding:

1996: $1,200,000
1997: $2,339,000
1998: $2,005,000
1999: (Prg. Done)

Process M easur es*
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Performance Goals Targets Actual Performance Refer-
(Goal 2: Meet emerging and unmet ence
needs
IL. Number of Grantees FY 0L N.A. FY 0L N.A. B97
Y 00: 19 Y 00: 19 or 100% of Target
Y 99: 19 Y 99: 19 or 100% of Target
P. Number of Funded Grantees that:
a) Developed Protocols on schedule FY 01: N.A. FY 01: N.A.
Y 00:19 Y 00: 19 or 100% of Target
Y 99:19 Y 99: 19 or 100% of Target
b) Began data callection on schedule FY 01: N.A. FY 01: N.A.
FY 00:19 Y 00: 19 or 100% of target
FY 99:19 Y 99: 19 or 100% of target
¢) Ended Data Collection on
chedule: FY OL: N.A. FY OL: N.A.
(Will not occur until 3 years FY 00: 19 Y 00: 19 or 100% of target
into project) FY 99: 19 FY 99: 19 or 100% of target
d) Began Prdiminary Data FY 01: N.A. FY 01: N.A.
Anaysison schedule Y 00:19 Y 00: 19 or 100% of target
FY 99: 19 Y 99: 19 or 100% of target
€) Completed Analysis on schedule FY 01: N.A. FY 01: N.A.
This should not occur until FY 00:19 Y 00: TBR 8/00
completion of data collection Y 99: Not gpplicable Y 99: Not gpplicable
f) Submitted find report on schedule Y 01: N.A. Y 01: N.A.
Y 00:19 Y 00:TBR 8/00
Y 99: Not gpplicable Y 99: Not gpplicable

* Process measures were not included in previous submissions

2.4.1 Program Description, Context, and Summary of Performance

The god of this program is to enhance knowledge about the effects on treatment outcomes from non-
resdential substance abuse trestment due to provision of wrap around services and associated costs
(e.g., child care, advisory lega services, trangportation, vocationa training, educationd services). The
Sudy population is adults admitted to trestment in any of 11 participating outpatient programs within 7
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counties in Western Pennsylvania. The study covers a period of welfare reform and introduction of
managed care. The study includes over 10,000 data items and multiple observation points.

The 3 year Wrap Around Services Impact Study (WASIS) began in October 1996. Data collected
included participant characteristics, psychosocid history and status, and substance abuse and crimind
justice histories. Clients were seen at both urban and rurd locations in western Pennsylvania. Wrap
around services assessed include: advisory, legd, basic needs, child care, educationd family services,
housing, medical, mentd hedlth, trangportation, and vocationd. The need for, hitory of, and experience
with wrap around services were assessed by one or more of the following: subjective perception,
objective determination, and professiond confirmation. Assessments were made of system changes at
the program, county and State levels (e.g. managed care and welfare reform) during the 3 year study
period. Assessmentsfor cogts, adjusted for locd inflation rates were dso made for treatment and wrap
around services.

Program Performance and Preliminary Data: If outcomes can be shown to be demonstrably improved
when needs for wrap around services are met, in addition to the fundamental need for substance abuse
trestment, and if those services can dso be shown to be cogt-effective, then the trestment field will have
credible evidence with which to negotiate for the provision of those services through managed care
architectures. While the data andyses are till underway, some preliminary process information is
avalable. They indude the following:

Completed literature review

Completed methods section of the find report

System assessments are in the find stages of collection

Cost andyss data have been collected and are being reviewed and cleaned

Prdiminary data andyssis underway and the following preliminary outcome findings can be reported:

The most frequently used wrap-around services were transportation, educationa services, and
mental health services.

The individuas who used the wraparound services tended to be single (36.7%), mae (55%),
Caucasian (66.1% vs 30.9% African American) and high school graduates (78.9%). 53% had
crimina justice involvement and 58.2% had income from wages.

Predictors of acute problems from acohal include insurance/payer difficulties, home essness,
and the lack of education.

Contrary to belief in adud system of treatment (public and private), there are seven subsystems
with little interaction: private client, employed, insured; public client, poor, without insurance;
active duty military and dependents; veterans, incarcerated; community-based with crimina
judtice satus, and other (e.g., Native Americans, rura clients).



Some initid assumptions changed during the study: (1) The “trestment systlem” ismore an
uncoordinated collection of providers; (2) The 2-tiered system of care mentioned above, is
actudly amulti-tiered collection of providers serving different populations; and (3) The “service
sysem” is actualy aweb of interagency relationships.

Examples of identified barriers to trestment include: (1) County leve: interagency isolation,
competition for clients and resources; agency bias againgt substance abuse clients; reluctance of
rurd counties to gpend scarce county money “out of county” for services; (2) Program levd:
lack of knowledge of available services; inadequate services needs assessment; productivity
emphasis discourages referrd activities; long waits for services; and paperwork; services office-
based, creating accessibility barriers, and (3) Client level: low client cognitive capacity and
tolerance of paperwork; inability to focus on service-related needsin early recovery phase;
crigs orientation; resentment at multiple assessments; perceived discrimination; lack of
necessary conditions for service access (e.g., transportation); independent attitude and pride;
need for externa pressure for motivation.

Anayses will be continuing over the next year and afina report isdueto CSAT in April 2000.
2.4.2 Goal-by-Goal Presentation of Performance

Measure 1. Coordinating Center will develop and apply statistical models to deter mine which
factors are associated with client retention and outcome.

Rationade: The overarching god of the program depends on the development of gppropriate Satistical
models which are then applied to the clinical and programmatic databasesin order to determine what
factors are most strongly associated with client retention and outcome. Clearly an appropriate measure
for knowledge development programs s the design, development and implementation of models that
help explain the factors that may possibly improve client trestment outcomes.

Data Source and Vdidity of Data: Project records will document progress of Statistical work.
Basdine: FY 1998, no modds.

Target: FY 1999, 100% models developed and applied; FY 2000: Not applicable, one time measure
which was achieved.

Progress Update: Statistical modd development is proceeding and should be complete by August
2000. Application of some models for core study questionsis now being conducted.
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Measure 2: 100% of final reportswith findings, documented databases, and statistical
models are transmitted to CSAT, and theresults are validated by objectivereview.

Rationde: Credible scientific findings must be able to withstand scrutiny by externa experts who are
familiar not only with the theoretical bases of the research but who are aso able to independently
vaidate the conclusons drawn by that research.

Data Source and Validity of Data: Project records will document progress.
Basdine: FY 1998, no reports.
Target: 100% of reports transmitted to CSAT with vaidation by objective review.

Progress Update: Data collection is complete; data bases are partidly documented; complete fina
report isto be submitted to CSAT no later than November 2000.

Measure 3. Clientsreceiving wrap-around serviceswill have better outcomesthan clients
who receive substance abuse treatment alone. Such outcomes include, but are not limited to,
reduction in use of illicit substances, improvements on employment, housing, and education.

Rationae: According to the substance abuse treatment literature, “ success’ for the treatment of
addiction isno longer unidimensiona but is multi-dimensond. Testing models that examine outcomes
for clients who have collaterd needs isimportant to understanding outcomes. Likewise the addition of
servicesto treat these collaterd needsis dso vitd to improving treatment effectiveness. Thus, measuring
the outcomes between two groups (those that receive wrap around services versus those that do not) is
an appropriate strategy for testing program effectiveness.

Data Source and Vdidity of Data: Data collection with sandard instruments with known reiability and
vaidity have been administered to the clients by interviewers who have been trained to ensure
condstency and validity.

Basdine: FY 1999, expected November 2000

Target: Better outcomes (such as reduction in use of illicit substances, improvements on employment,
housing, and education) for those clients with wrap around services.

Progress Update: Basdline data should be available for next year’ s report.
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2.5 Program Title: Treating Teen Marijuana Users (Interim Report): Performance M easures

Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap between ence
knowledge and practice
1. Clientstrested with dl five modeswill FY 01: Not applicable FY O1: Not applicable B97
have significantly reduced marijuanause FY 00: Tested moddsall FY 00: TBR 8/01
(measure restated for clarity) will improve outcomes.
FY 99: Not applicable FY 99 Basdine TBR 8/00
Totd Funding: 1997: $1,950,000
1998: $3,200,000
1999: $2,486,000
2000: 0
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completion of data collection

f) Submitted find report on schedule

Y 99: Not Applicable
Y 98: Not gpplicable

FY 0L N.A.
FY 00:4
Y 99: Not Applicable

Y 98: Not gpplicable

Y 99: Not gpplicable
Y 98: Not gpplicable

Y 01: N.A.
Y 00: TBR 8/00
Y 99: Not gpplicable

Y 98: Not gpplicable

Process M easur es*
Performance Goals Targets Actual Performance Refer-
(Goal 3: Bridge the gap between ence
knowledge and practice
IL. Number of Grantees FY 0L N.A. FY 0L N.A. B97
Y 00: N.A. Y 00: NLA.
FY 994 Y 99: 4 or 100% of Target
FY 984 Y 98: 4 or 100% of Target
P. Number of Funded Grantees that
a) Developed Protocols on schedule FY 01: N.A. FY 01: N.A.
Y 00: N.A. Y 00: NLA.
FY 994 Y 99: 4 or 100% of Target
Y 984 Y 98: 4 or 100% of Target
b) Began data callection on schedule FY 01: N.A. FY 01: N.A.
Y 00: N.A. Y 00: NLA.
FY 994 FY 99: 4 or 100% of target
Y 984 Y 98: 4 or 100% of target
¢) Ended Data Collection on
schedule
Will not occur until 3 years FY 01: N.A. FY 01: N.A.
into project FY 00: 4 Y 00:TBR 8/00
FY 99: 4 Y 99: Not applicable
Y 984 Y 98: Not applicable
d) Began Priminary Data FY 01: N.A. FY 01: N.A.
Anaysison schedule FY 00:4 Y 00: 4 or 100% of target
FY 99: 4 FY 99: 4 or 100% of target
Y 984 Y 98: 4 or 100% of target
€) Completed Analysis on schedule Y 01: N.A. Y 01: N.A.
This should not occur until Y 00:4 Y 00:TBR 8/00

— . 0 . . .
* Process measures were not included in previous submissions.
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2.5.1 Program Description, Context, and Summary of Performance

This three year cooperdtive agreement began in October 1997. The 12 to 15 month recruitment and
trestment phase began in spring of 1998. This program has three main gods: (1) To test the rlaive
clinica effectiveness and cogt-effectiveness of avariety of interventions targeted at reducing, eiminating
marijuana use and associated problems in adolescents; (2) To evduate the comparative effectiveness of
the five interventions for al adolescents and the “match” between characterigtics and interventions, and
(3) To provide vdidated modds of these interventions to the treastment field. To that end adolescent
participants are assgned to one of five manudized treetment conditions.

Motivational Enhancement Therapy and Cognitive Behaviord thergpy for atota of 5 sessons
Motivationd Enhancement Thergpy/Cognitive Behaviord therapy for atota of 12 sessons.
Family Support Network (including Motivationa Enhancement Therapy/Cognitive Behaviord
Therapy),

Adolescent Community Reinforcement Approach

Multi-dimensond Family Thergpy

Program Performance and Preliminary Data: Process measures include development of protocol,
data collections, and preliminary analysis. These activities have been completed or begun across
al four funded sitesin this project. Five treetment manuals were developed for clinica
practice. At thispoint, 1,000 youth have been screened, 606 were eigible for the study, 500
agreed to participate and to be randomized to the trestment conditions. Over 90% due for
interviews have completed interviews a 3, 6, 9, and 12 months. Preliminary pilot studies with
the five Cannabis Y outh Treatment (CYT) interventions have demonstrated actud reduction in
marijuana use. Among untreated adolescents, marijuana use typically accelerates until age 20,
with outpatient trestment only reducing or leveling the dope of increasing use. This program
predated the development of the core client outcome measures. The god by goa presentation
of performance below indicates what will be available in the FY 2002 Report and Plan.

2.5.2 Goal-by-Goal Presentation of Performance

Measure 1. Clientstreated with all five models will have significantly reduced marijuana
use.

Rationde Asindicated above, the previous research in this areafinds that dl five interventions
should be effective but little evidence of their rdative effectiveness exids. This study will

provide that type of evidence. Thus documenting the effectiveness of each of these modelsin the
literature is a v uable and gppropriate measure for this program.
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Data Source and Vdlidity of Data: Data collection is accomplished with standard instruments
with known rdiability and validity. These instruments have been administered to the clients by
interviewers who have been trained to ensure consstency and vaidity.

Basdine: FY 1999, the odds of lifetime users having one or more symptoms of marijuana
dependence were six times higher for those who first used under the age of 15 than those who
started after the age of 18.

Target: Across the board tested models will improve client outcomes such as the reduction in
marijuana use.

Progress Update: 500 clients have agreed to participate and 90% have completed interviews at
3,6,9 and 12 months.

2.6 Program Title Starting Early, Starting Smart (SESS) (Cross cut: CSAP, CMHS and
CSAT) (Interim Report) : Performance M easures

Performance Goals Targets Actual Performance Refer
Goal 3: Bridge the gap between knowledge ence
and practice
1. All members of familieswho areidentified FY 01: 100% FY 01: TBR 8/01 B97
as substance abusers will be offered FY 00: Not gpplicable FY 00: Not gpplicable
treatment FY 99: Not applicable FY 99 Basdine TBR 8/00
2. 50% of those family members provided FY 01: 50% FY 00: TBR 8/01 B97
substance abuse trestment will have FY 00: Not applicable FY 99: Not applicable
reduced substance use a one year FY 99: Not applicable FY 98 Basdine TBR 8/00
follow-up
Total Funding: 1997: $2,061,00
1998: $2,576,00
1999: $2,662,00
2000: 0
2001 Req: O
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Process M easur es*

Performance Goals
Goal 3: Bridge the gap between
knowledge and practice

Targets

Actual Performance efer-

k.. Number of Grantee Y 01:13 Y 01: 13 or 100% of Target B97
Y 00: 13 Y 00: 13 or 100% of Target
FY 99:Not applicable FY 99: N.A.

P. Number of Funded Grantees that
a) Developed Protocols on schedule Y 01: 13
FY 00: 13

Y 99:Not applicable

FY 01: 13 or 100% of Target
Y 00: 13 or 100% of Target
FY 99: N.A.

FY 01:13
FY 00:13

b) Began data collection on schedule Y 01: 13 or 100% of terget

Y 00: 13 or 100% of target

d) Began Prliminary Data
Andysison schedule

€) Completed Analysis on schedule
This should not occur until
completion of data collection

f) Submitted Final Report on schedule

Y 01:13
Y 00: 13
Y 99:Not applicable

Y 01: 13
Y 00: Not Applicable
Y 99 Not applicable

Y 01: 13
Y 00: Not Applicable

Y 99 Not applicable

Y 99:Not applicable FY 99: N.A.
¢) Ended Data Collection on
schedule Y 01: 13 Y 01.TBR 8/01
Will not occur until 3 years Y 00: Not gpplicable Y 00: Not applicable
into project Y 99: Not gpplicable FY 99: NLA.

FY 99: N.A.

Y 01.TBR 8/00
Y 00: Not gpplicable
Y 99: N.A.

Y 01.TBR 8/00
Y 00: Not gpplicable

FY 99: N.A.

FY 0L 13 or 100% of target
FY 00: 13 or 100% of target

* Process measures were not included in previous submissions.

2.6.1 Program Description, Context, and Summary of Performance
The god of the program isto develop and test a comprehensive gpproach for at-risk families and

children. This program is a cross center activity between the Center for Substance Abuse

Prevention (CSAP) and the Center for Substance Abuse treatment (CSAT). CSAP isthe lead on

thisproject. Starting Early, Starting Smart, a SAMHSA-wide program, is developing and
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testing an integrated menta hedlth and substance abuse prevention and trestment services
(behaviora hedth services), for children ages birth to seven years and their families/care givers,
within primary hedlth care service settings or early childhood service settings. As with the other
projectsin the KDA portfolio this project has both process and performance measures.

Program Performance and Preiminary Data: In FY 1999 100% of the Federd and private
partners have executed MOUSs specifying their mutual expectations. FY 1997 basdline data on
physicd hedth, behavior, socid and emotiond functioning and language devel opment have been
collected and analyzed. Interim data are asfollows. Physica Hedth--Asthma was the most
commonly reported physical hedlth diagnosis (180 of 1120 youth). Very few other chronic
medical problems were reported (less than 4% of the sample reported any specific diagnosed
problem). Overdl, just under haf (42.9 percent) of care giversrated their child's hedlth as
excdlent, and approximately half of the care givers reported their child's hedlth to be very good
or good. Language---Clinica Evauation of Language Fundamentasis the insrument which
presents children with stories followed by comprehension questions and sentence recal. Children
gave correct responses dightly more frequently than incorrect responses on both the Linguigtic
Concepts and Recalling Sentences in Context subscales. Socia Skills--Therating scae for the
PKBS indicates the frequency with which achild engagesin particular behaviors. Care giver
and teacher mean ratings of the target child's socia skills were smilar, with al subscale scores
indicating that pogtive socid behaviors were engaged in between "Sometimes' and "Often.”
Care giverstended to rate their child as having more frequent problems behaviors than did the
teacher.

2.6.2 Goal-by-Goal Presentation of Performance

M easur e 1: All member s of familieswho areidentified as substance abuser swill be offered
treatment.

Rationde: One of the critical risk factorsfor later substance abuse in children is substance abuse
inthe family. Thefirst step on the road to recovery is accessto treatment or prevention
sarvices for al family members. Treatment resources must be provided before access can

be measured.

Data Source and Vdidity of Data: Datawill be collected on referrds using a standard instrument
to ensure vdidity and rdiability.

Basdine: FY 1999, per the CSAP description, baseline data collection should begin shortly.

Target: 100% of members of familieswho are identified as substance abusers will be offered
treatment.
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Progress Update: Some baseline data should be available for next year’ s report.

Measure 2: 50% of those family members provided substance abuse treatment will have
reduced substance use at one year follow-up.

Rationale: Experience with arange of substance abuse trestment strategies and review of the
substance abuse treatment literature suggests that for 50%of those treated, having reduced
substance use is areasonable target. Asthisis primarily atrestment and prevention program for
substance abuse, having reduced use a 1 yearsis an appropriate measure as indicated by the
substance abuse treatment literature.

Data Source and Vdidity of Data: Data collection is accomplished with stlandard instruments of
known rdiability and validity. These indruments have been administered to the dlients by
interviewers who have been trained to ensure consistency and vaidity.

Basdine FY 1999, until basdline service utilization data collection is completed in FY 1999, no
information is available until November 2000.

Target: 50% of those treated will have reduced substance use at one year follow-up.

Progress Update: Follow-up datawill not be available before FY 2002. During thistime
linkages and data infrastructure for data collection will be developed.

2.7 Program Title: Addiction Technology Transfer Centers ATTC (Interim Report)

Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap between ence
knowledge and practice
1. Individuastrained/year FY 01: 15,000 FY 0L TBR 802 B97
FY 00: 12,000 FY 00: TBR 8/01
Fy 99: 9,000 FY 99: TBR 8/00
FY 98: 6,300
FY 97: Basdine 3,900
2. Develop and implement nationaly FY 01: 50 States adopt FY 01: TBR 802 B97
recognized standards to educate and Standards
train professonals. FY 00: 39 States FY 00: TBR 8/01
FY 99: 14 Sates FY 99: TBR 8/00
FY 98 Badine 0 States
(Seeinterim report inthe
narraive)
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Total Funding:

1998: $7,545,000
1999: $7,792,000
2000: $7,792,000

2001 Req: $7,792,000

Process M easur es*

Performance Goals

Goal 3: Bridge the gap between
knowledge and practice

Targets

Actual Performance

IL. Number of Grantee

P. Number of Funded Grantees that
a) Developed Protocols on schedule

b) Began data callection on schedule

¢) Ended Data Collection on
chedule; Will not occur until 3 years
nto project

d) Began Prdiminary Data

Anaysison schedule

€) Completed Analysis on schedule
This should not occur until
completion of data collection

f) Submitted Final Report on schedule

FY 01:14
Y 00:14
FY 99:14

Y 01: 14
Y 00: 14
FY 99: 14

FY 01:14
Y 00:14
FY 99: 14

Y 01: 14
Y 00: Not Applicable
Y 99: Not Applicable

FY 01 14
FY 00: 14
FY 99: 14

Y 01: 14
Y 00: Not Applicable
Y 99: Not Applicable

Y 01 14
Y 00: Not Applicable

Y 99: Not Applicable

Y OL: TBR
FY 00: TBR

FY 01 TBR
FY 00: TBR

Y 01: TBR 801
Y 00: TBR 8/00

Y 01: TBR 801
Y 00: Not Applicable
Y 99: Not Applicable

Y 01: TBR 801
Y 00: TBR 8/00
Y 99: 7 or 50% of target

Y 01: TBR 800
Y 00: Not Applicable
Y 99: Not Applicable

Y 01: TBR 800
Y 00: Not Applicable
Y 99: Not Applicable

Y 99: 14 or 100% of Target

Y 99: 14 or 100% of Target

Y 99: 7 or 50% of Target
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* Process messures were not included in previous submissions.
2.7.1 Program Description, Context, and Summary of Performance

The current god of this program isto provide training to substance abuse trestment professonas using
the best treatment strategies available. Created in FY 1993, the origind Addiction Technology Transfer
Centers (ATTCs) included 11 geographically dispersed grantees covering 24 States and Puerto Rico
who recaived their fina funding in FY 1997. The ATTCsaeacriticd component of CSAT s overdl
strategy for promoting the adoption of best practicesin substance abuse treatment.

The ATTCs disseminate research-based knowledge on addiction through state-of-the-art education
and training programs, using comprehendve educationa packages/curricula addressing dl dements of
addiction trestment and recovery, for addictions trestment and public hedth/menta health personne,
indtitutional and community corrections professonds, and other related disciplines. These programs are
presented in traditiona format as well asthrough avariety of innovative distance technologies. Other
modds of dissemination through the ATTC program include the presentation of symposal
workshops/papers at nationd, regional, and State professona meetings, exhibit booths, newdetters,
Web sites, multi disciplinary and cross-disciplinary linkages, consortia development and technica
assstance (SSAs, academic ingtitutions, community-based and managed care organizations,
professond associations, community organizations, etc.), and interagency collaboration. CSAT is
actively engaged with National Association of Alcohol and Drug Abuse Counsdlors (NAADAC) and
the Internationa Certification and Reciprocity Consortium (ICRC) in developing nationd standards for
substance abuse trestment professionas; ONDCP has dso joined in the discussions in order to provide
further impetus.

CSAT funded anew set of 14 grantees in September, 1998 to continue this important work using a
more comprehensive and integrated approach. The ATTCs are working with nationa associations and
contractors to develop a collaborative, tiered nationa credentia for substance abuse counsdors. In
addition, the ATTCs are working within their individua catchment areas (covering 39 States) to
upgrade the credentiding sandards. The ultimate god isto have dl States accept the nationd
credentia under development.

2.7.2 Goal-by-Goal Presentation of Performance

Measure 1. After an initial start-up phase, maintain training at 12,000 individuals per year
Rationde: Since substance abuse treatment professionals trained in the best treatment strategies
avallable should provide more effective trestment, improving the skills of substance abuse professonals

should improve the overdl effectiveness of treatment.

Data Source and Vdidity of Data Data collection with standard instruments with known religbility and
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vaidity have been administered to the clients by interviewers who have been trained to ensure
condstency and validity.

Basdine: In FY 1997, no individuals received training from the ATTCS, asthisis anew project with
new ATTCs.

Target: The FY 1999 target is 9,000 individuds. In FY 2000, 12,000 individuaswill be trained.
Progress Update: New activity.

Measure2: Develop and implement nationally recognized standardsfor education and
training for substance abuse treatment professionals (ONDCP Target 3.4.1)

Rationde: Adopting uniform standards based on best practices will assure that al clients have access
to well trained, effective substance abuse professionads and thusis an gppropriate measure for this
project.

Data Source and Vdidity of Data: Datawill be collected via steering committee group minutes and
expert panelsin addition standard instruments will be developed to address this issue in the projects
evauation.

Basdine: No States.

Target: 39 States will have adopted standards by FY 2000; al 50 States will adopt standards by 2001.
Progress Update: Standards have been developed by the ATTC. Grantees are in the process of
developing a plan for the standards to be disseminated. Once dissemination has occurred and once a

aufficient amount of time has elgpsed amethod of measuring the adoption will be developed, whichisin
line with diffusion theory.
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Substance Abuse Prevention

The mission of the Center for Substance Abuse Prevention is to decrease substance use and abuse and
related problems among the American public by bridging the gap between research and practice. To
thisend CSAP (1) develops prevention policies and systems based on scientificaly defensible
principles that can be adapted to meet the specific needs of states and communities; and (2) develops
and disseminates knowledge about approaches that improve the effectiveness of preventive
interventions in such settings as schools, hedth care facilities and work sites. Effective substance abuse
prevention addresses dl age groups and populations, but youth are particularly vulnerable, and the
magority of CSAP s activities focus on educating and enabling America s youth to regect illegd drugs as
well as alcohol and tobacco.

According to 1998 NHSDA results, adolescent substance use, in particular among younger
adolescents, has increased in the United States since 1991 despite 12 years of successin the 1980's
reducing youth drug use from itsdl time high in 1979. The prevaence of marijuana use among youth
more than doubled from 1992 to 1998. Current acohol use by youth under 21 remains high at 10.5
million. Of this group, 5.1 million engage in binge drinking. In 1998, an estimated 18.2 percent of youth
ages 12-17, or 4.1 million, were current cigarette smokers. 1n addition, demographics point to a surge
in the youth population -- the 12-20 year old group will increase by 21% in the next fifteen years. This
trandaesinto an additiona 6.75 million youth needing age- and culturally-appropriate substance abuse
prevention services.

Thereis strong evidence that substance abuse is preventable and prevention is cost-effective.
The following are just afew highlights of our programs successes.

< The results of the community partnership evaluation demonstrated lower substance use rates for
particular populations in CSAP partnership communities vs. comparison communities. Of
particular interest for future programs, is that there are sgnificant differences by gender.

< Preliminary results from the Predictor Variable Study demondtrate that age appropriate
interventions are successful when they target particular risk factors (e.g. parenting behavior,
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family cohesion, aggressive behavior and socia competency associate with each
developmentd level.)

< Requests from The Nationd Clearinghouse on Alcohol and Drug Information (NCADI) have
been sgnificantly increased by the ONDCP nationd youth anti-drug campaign. For example,
after the first two weeks of the campaign, NCADI had a 121% increase in caler volume.

< GirlPower, part of the Secretary’ s Y outh Substance Abuse Prevention Initiative (Y SAPl) so
far has simulated : 1,041 articlesin print media; news coverage on mgor network, cable and
local gations, reached over 15.5 million people viaradio, and stimulated 3.2 million website
vigits since the campaign launch.

The following programs will be reported in the GPRA plan:

God 1. Assure sarvices avalability
2.8 Prevention Set-asde from SAPT Block Grant
29  Syna Amendment

God 2: Meet emerging and unmet needs
210 State Incentive Grants/Y SAPI
211 Community Codition

God 3: Bridge the gap between knowledge and practice

212 Predictor Variables

213 Sarting Early/Starting Smart

2.14  Youth Connect

2.15 Workplace Managed Care

216 NCADI

217 MediaCampaignsY SAPI

218 Centersfor the Application of Prevention Technologies’Y SAPI

A full ligting of CSAP programs and activities are contained in the following table:

Activity Table - Center for Substance Abuse Prevention
* An agterisk indicates that performance information is reported in the FY 2001 performance plan and
report. Activities not asterisked are time-limited activities that will be reported out gpproximately one

year following their completion. These activities are measured in a manner Smilar to other activities
within their god area.
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Firs Funded
God 1. Assure sarvices avalability
CSAP 20% Percent SAPT
Block Grant Prevention Set-Aside
CSAP Synar Amendment FY 1997
Implementation

God 2: Meet emerging and unmet needs
State Incentive Grants FY 1997
(component of YSAR!)

CSAP Community Coditions Program FY 1994

Goal 3: Bridge the gap between knowledge and practice
Prevention Intervention Studies FY 1996
on Predictor Variable by Developmenta

Stages Starting Early/ Starting Smart: - FY 1997
Early childhood Collaboration Project

Y outh Connect-High Risk Y outh FY 1998
Mentoring/Advocacy Program

Workplace Managed Care FY 1997
Initiatives on Welfare Reform and

Substance Abuse Prevention for FY 1998
Parenting (Short title: Parenting Adolescents)

Children of Substance FY 1998
Abusing Parents (COSAP)

CSAP Clearinghouse Program

Nationa Public Education FY 1997
Efforts (linked to Y SAPI)

Centersfor the Application of FY 1997
Prevention Technologies (CAPT)

Faculty Development Program FY 1998
Expected:

Family Strengthening FY 1999
Community-Initiated FY 1999

Completed First Reported
Ongoing FY 1999*
Ongoing FY 1999*
Ongoing FY 2000*
FY 2000 FY 1999*
FY 2001 FY 1999*
FY 2000 FY 2000*
FY 2001 FY 2001*
FY 2000 FY 2000*
FY 2000 FY 2001
FY 2000 FY 2001
Ongoing FY 1999*
Ongoing FY 2000*
Ongoing FY 2000*
FY 2000 FY 2001
FY 2002 FY 2003
FY 2001 FY 2003
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2.8 Program Title 20% Substance Abuse Prevention and Treatment Block Grant Prevention
Set-Aside Annual Report of Ongoing Activity

Performance Goals Targets Actual Performance Refer-
Goal 1:- Assire services availability ence
1 Increase number of Satesthet FY 01: 38 States FY 01: TBR 6/01 B93
incorporate needs assessment data FY 00: 34 States FY 00: TBR&/00
into block grant application FY 99: 27 Stetes FY 99: 26 Sates
(WasMeasure 3inthe FY 1999 plan; FY 94 Basdine (reported in
revised in FY 2000 to show FY 96 gpplication): 13 States
incorporation of needs assessment
datainto block grant application
rather than simply conducting the
assessment; revised in FY 2001 to
show number rather than percentage.
Note: FY 99 Messures 2 and 4 were
dropped inthe FY 2000/Revised FY
1999 Fan).
2 Increase % of Satesthat use funds FY 01: 100% FY 01: TBR 6/01 B93
in each of 6 prevention Srategy aress FY 00: 90% FY 00: TBR 6/00
(WasMeasure 1in FY 1999 plan). FY 99: 80% FY 99: 90% of States (52 of 58

avalablefrom SAPT
applications)
FY 96: Basdine 34 States (56%)
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3 Increase satisfaction with technical
assdance. (WasMeasure5in FY
1999 plan).

FY 01: 90% with 80%
responserate; incresse
“outstanding” rating to
40%

FY 00: 90% with 60%
responserate

FY 99: 90% with 60%
responserate

FY 01: TBR 6/01

FY 00: TBR 6/00

FY 99: 94% satisfactory rating
with 100% response rate

FY 97 Badine

90% stisfactory rating, with
60% responding; 25%
outstanding reting

B93
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4. |dentify and complete testing of
prevention performance outcome
messures

4a Increase to 21 States the number of
Statesusing MDSI process messures,

4b. Increase States reporting block
grant voluntary outcome meeasures.

4c. ldentify 5 potentia prevention
performance outcome meesures
through the minimum data set activity
and completetesting in at least 11

Fy oL

21 Statesuse MDS
]Process measures,
FY 00:5 outcome
measurestested in 11
dates

FY 99: N.A.

FY 01:15 states reporting
outcomes

FY 00: 10 states reporting
outcomes

FY 99: N.A.

FY 01: 11 satestested
FY 00: 5 satestested
FY 99: N.A.; target first

FY 01: TBR 6/02

FY 00: TBR 6/01

FY 99: 20 States usng MDSI
Pprocess measures

FY 97: Basdine 11 States using
MDS

FY 01: TBR 6/02
FY 00: TBR 6/01

FY 99: 4b. SIG 6 datestesting
multiple outcome meesures &
the State, local and program
levels 5 outcome messures
included as voluntary SAPT
block grant measures

FY 97: Badine 0 States
reporting outcomesin the
SAPT gpplication

Fy 01: TBR6/02
FY 00: TBR 6/01
FY 99: Badine 0 states

B93

States. st in FY 2000.

Modified in FY 2001plan. MDSII

activitiesidentifying and testing

outcome measures trandferred for next

segesto SIG State program for

piloting. (WasMeesure6inFY 99

plan)

Total Funding: 1997:  $248,920,000
1998:  $248,920,000
1999:  $301,150,000

2000 : $304,850,000
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2.8.1 Program Description, Context, and Summary of Performance

The goals of this program are to assst States and communities (1) to expand and enhance the
avallability, ddivery, and quality of substance abuse prevention services and 2) to enhance State
flexibility to target funds to loca substance abuse priorities. Prevention services are advanced by
improving, monitoring, and complying with the Substance Abuse Prevention and Trestment (SAPT)
Block Grant requirements, and testing outcome measures associated with reducing acohol and drug
abuse. The importance of this program is particularly evident given the darming trend of first time drug
users across severd categories cited in the Summary of Findings from the 1998 Nationd Household
Survey on Drug Abuse. For example, in 1997 an estimated 2.1 million persons first used marijuana,
trandating to about 5,800 new marijuana users per day. Alsoin 1997, an estimated 81,000 persons
used heroin for the firgt time, 730,000 persons became cocaine users, and an estimated 2.1 million
people began smoking cigarettes daily. Given the overwheming indications of these datigtics, it is
imperative that prevention service providers gain better precison in securing accurate numbers of
individuas served, a continuing chalenge for States.  Efforts are underway to strengthen State data
collection capabilities and measures will be in place within the next 2 years.

States vary widedly in the extensveness and scope of their prevention services due to the varying degree
of State contributed funding. That is, States that are able to commit State prevention funds are better
prepared to base program decisions on a statewide planning process, adopt research-based programs
to address unmet needs, and collect outcome data to eva uate the effectiveness of program efforts.
While some States depend entirely on the 20% set-aside to support prevention programs and activities,
others are able to expand their scope to fill mgor gapsin program services through the use of State
funds

The Andyss of State Alcohol and Drug Abuse Data Report (State Resources and Services Related to
Alcohol and Other Drug Problems for Fisca Y ears 1996 and 1997; July, 1999) found the SAPT
Block Grant to be the primary source of funding for 22 Statesin FY 96 and the preceding 3 years. This
trend indicates that CSAP must continue to strengthen efforts to provide States with policy and
program guidance for use of the 20 percent prevention set-asde. Through the Technicad Assstanceto
the States Program, CSAP provides States guidance on awide range of topicsincluding but not limited
to: comprehensve State prevention systems, State infrastructures; ensuring program qudity; and
compliance with Block Grant regulations.

One of the most Significant impacts of CSAP s efforts is to generate synergistic effects of bringing
States together around common problems with solutions specific to their own specia conditions.
Another specid feature of this synergigtic gpproach isto raise the leve of functioning and effectiveness
of States which are less advanced than others. As an example, severd States convened to jointly
develop and refine an orientation process for new state prevention staff. Similarly, needs assessment
contract states have worked together to reach consensus on common instruments for student and
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community resource assessment studies. States have been receptive to this process that promotes on-
going collaboration and mentorship. Standard measures are gpplied to these activities where possible.

It isimportant to recognize that there are few prevention requirements imposed by the SAPT block
grant legidation and therefore CSAP hasllittle direct control over the intermediate and long term
outcomes. As States move toward consensus regarding common use and reporting of outcome data,
CSAP will trangtion toward performance measures that will reflect those agreements. The recent
reauthorization bill for SAMHSA that was passed by the Senate would hold States more accountable
for how they use Federd funds as a performance partnership block grant.

Long Term Indicators of Successfor the Block Grant Program in supporting SAMHSA god 1: assure
sarvice avalability:

< In FY 1999, 26 States included needs assessment data in their block grant applications,
representing a 100% increase over the FY 1994 basdline,

< 90% of States, used prevention funds in each of the Sx prevention strategy areas, representing
an increase of 34% over the FY 96 basdline.

< 94% of dtates responding reported satisfaction with the technical assistance received, an
increase of 4% over the FY 97 basdine.

< 20 States are now collecting common process data using the MDSl 5 voluntary outcome
measures which is 9 more than in 1997. These and other measures are being tested by the
SIGs and other States.

2.8.2 Goal-by-Goal Presentation of Performance

Performance Gods. God 1- Assure Service Avalilability. Performance measures emphasize service
outcomes and the utilization of quality tools such as needs assessment and data infrastructure
development.

Measure l: Increasethe number of Statesthat will incorporate needs/ resour ce assessment
datainto intended use plan in the block grant application

Rationde: Scientific findings from State needs assessment studies must be operationdized into resource
dlocation and drategy selection choices. Thisis not only important from the point of accountability but
isanindicator of continuing quality improvement in services and their impacts.

Data Source and Vdidity of Datac SAPT Block Grant gpplication. It isimportant to note thet data
reported is for approximately two years prior to the block grant submission. For example, 1996 data
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would be reported in the 1998 gpplication. The vdidity of the information within the SAPT block grant
application isthe responshbility of the State. State Project Officers are in regular contact with their
States.

Basdine: FY 1994: Thirteen Sates.
Target: FY 2000 target 34; FY 2001 target 38

Progress Update:  1n 1999, 26 States incorporated their dataiinto their plans, representing a 100%
increase over the basdline and fdling just one State short of the target. Because of this significant
progress, CSAP dill fully expects to be able to meet its FY 2000 target. States are using their needs
assessment data to improve access and target resources to where they are most needed for particular
populations. For example:

< as areault of the CSAP-funded middle school survey, the New Jersey state governor launched
the “systematic drug abuse initiative: peers leading peersin the war againgt drugs’ with incluson
of 50 middle schools each year.

< in Texas, information from CSAP s needs assessment support is being used to justify program
services for under served populations, specificaly targeted to Hispanics and college students.

< Utah's Department of Education used the prevention needs assessment data for allocating
Drug-Free School funds.

Of the 27 states with needs assessment contracts, 26 of 27 states reported the following:

State funds invested for prevention needs assessment in most recent fisca year(s)

Number of states
$10,000-$20,000 1
$20,000-$50,000 2
over $50,000 ($100,000-$400,000) 12
none/unknown 11*

*(primarily cohort iii and iv statesin the early/middle stages of their prevention needs
Assessment contract)

Purpose for current state prevention needs assessment data

Number of states
prevention planning 25
resource alocation 22
substate program grants 19
performance/outcome measurement 16

other 10
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Types of prevention needs assessment data currently used by the states

Number of states
risk and protective factor data 26
incidence and prevaence data 25
resources and services data 18
other 4

Sample gtate key findings may be found in Appendix: B.4.

Measure 2: Increasethe percentage of Statesand Territoriesthat will apply block grant
fundsto activitiesin all of the six prevention strategy areas.

Rationde: Substance abuse prevention research literature strongly suggests thet just asthere are
numerous causes of substance abuse, there are numerous strategies for prevention. In order to be
effective, prevention activities have to be multifaceted, repetitive and increasing in dosage. Based upon
this research, Federd and State representatives designed a conceptual framework composed of six
prevention grategies. information dissemination, education, aternative activities, problem identification
and referral, community mobilization and environmenta activities. States are required to distribute block
grant-funded prevention activities in each of the legidatively mandated Six strategy aress. These
measures are important indicators of the progress being made by the Statesto develop a
comprehensive prevention system that addresses the prevention needs of al population groups. In
addition, through these six prevention Strategies, materials that are developed in other CSAP KD, KA
and TCE programs are disseminated, applied, and replicated.

Data Source and Vdidity of Data: Block grant application. The validity of the information within the
SAPT block grant application isthe responsibility of the State. Project officers are in regular contact
with thelr assgned States.

Basdine In FY 1996, 34 States (56%) were gpplying block grant funds to activitiesin dl of the six
prevention strategies.

Target: FY 2000 target 90%; FY 2001 target 100%.

Progress Update: CSAP has been working closdly with the States and with the Nationd Association
of State Alcohol and Substance Abuse Directors (NASADAD) to develop a State Profiling System of
block grant monies alocated to the Six prevention strategies. 1n 1999, of 52 dtates and territories, 90%
goplied block grant fundsto al six drategies, thus exceeding the target.

Measure 3: Increase satisfaction with technical assistance. (FY 2001: Maintain at 90%
(with an 80% responserate) the number of Statesthat will provide a satisfactory rating, and
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increaseto 40% the number of Statesthat will provide an outstanding rating, of TA services
recelved within the prior two years.

Rationde: Technical assstance that is appropriately designed, marketed, and targeted will meet State
needs and will serve to enhance locad prevention efforts. To varying degrees, States need assstance in
putting to effective use available science-based reports, studies, and andyses. Mogt of such literature is
written by researchers for researchers and exists in locations/sources that are unfamiliar or not easily
accessible. Thereis agreat need for such materids to be trandated, transformed into educationa
materias which are user-friendly, and disseminated effectively.

Data Source and Vdidity of Data: The Prevention Technicad Assstance and Training to the States
(PTATS) Customer Satisfaction survey. Face vaidity would appear strong given the directness and
amplicity of the questions (e.g. were you satisfied with the technical assstance you received?)

Basdine  FY 2000: 90% with 60% response rate. FY 1999: 90% with 60% response rate.) 90%
satisfactory rating and 25% outstanding rating, (with 60% responding).

Target: FY 2000: 90% with 60% response rate.

Progress Update: In FY 1999, 94% of those responding found the technical assistance provided to be
satisfactory.

Measure4: InFY 2001, (a) increaseto twenty one (an additional ten States) the number of
Statesusing MDS| process measur es and(b) increase the number of Statesparticipating in
the SAPT block grant voluntary outcome measur e reporting activity to 15 (c) increaseto
eleven, the number of pilot states who complete outcome measur es testing

Rationae: The identification of performance measures for menta hedth and substance abuse has been
identified asacritical need. (A) A number of States, through MDS | have identified and are collecting
process data that describe the numbers and types of populations being served and services being
supported by block grant funds. In 1997, twenty-seven states convened to discuss extending that
activity to include collection of performance outcome measures (MDS II). That group used a number
of criteriato identify potentia priority indicators that merited further examination. Consderation of those
recommendations, in conjunction with ONDCP and SAMHSA requirements led to follow-up activities
impacting the SAPT application and the SIG program. The FY 2000 SAPT block grant revison now
includes optiona forms that States can use to voluntary report on five outcome measures for block
grant funded programs. These measures were sdected based on the MDSII activity, SIG core
measures and CSAP misson measures. The FY 2000 block grant application revision has recently
received OMB approval, so States can now begin to report on the effectiveness of their programs
(measure 4b). Additiondly, the SIG states have volunteered to pilot a number of outcome measures,
including those proposed by the MDSII group (measure 4c).
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Basdine: FY 1998: (a) Eleven States use MDS | process measures. (b) No states currently report
outcome data in the SAPT application, (c) No SIG dates reporting outcome data.

Target: Seetablefor alisting of targetsfor 4a- 4c.

Data Source and Vdlidity of Data: States' information systems and surveys of states. SAPT block grant
gpplication. Vdidity of MDS | measures being assessed. Outcome measures use scales of widely
used, validated standardized instruments such as NHSDA, MTF, and the Seven State Survey. These
are consgtent with the SAMHSA GPRA core client tool.

Progress Update: Measure 4a A Minimum Data Set (MDY) initiative, an eectronic system to count
sarvice data, has been underway to assst States and CSAP in the development, implementation, and
goplicaion of a State uniform performance monitoring and measurement system. Eleven States
participated in the Phase | pilot of the program, which focuses on process measures and services data
A collaborative effort resulted in agreement on data items, definitions, methods of data collection, the
development of a PC based software system, and technical assistance related to training and
ingalation. As of July, 1999, twenty states are using or implementing MDSl. States can use the results
to dlocate resources and improve State planning for prevention programs. Depending on funding for
infrastructure support, Phase | data can be provided to CSAP for analysis and aggregation &t the
nationd leve, which will provide important information about the number and types of prevention
services provided and populations served. More advanced Phase | software is being developed. Two
examples of MDSl gtates include:

Colorado: Colorado has developed their MDSI system to collect demographic, program, and
activity information on al of their service providers. The State has dso developed a
program eva uation system to monitor provider planning and implementation efforts.
Using these two systems, Colorado now has the ability to plan, design, and develop
program services and Strategies that meet the prevention needs of the State.

Colorado determined that initid MDS reporting showed less services to ethnic/minority
and under served populations than was assumed. Colorado reexamined their services
to ethnic/ minority populations and the activities available to those groups based on that
reported data. New programs/services were developed to serve these groups.

Pennsylvania: Pennsylvania has aso developed their MDSl system to monitor local planning,
programming, and service provision. Based on the MDSI data collection effort,
Pennsylvania officias develop future program goasin terms of planning prevention
activities, the dientde to be served and defining effective Strategies.
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Measure 4b: MDS |1 focused on intermediate and long term outcome measures. The FY 2000 SAPT
block grant application has been revised to incorporate forms by which States can voluntarily report on
five outcome measures for their block grant funded programs. This revised form reflects the work
previoudy done under MDSII and other efforts. CSAPis working with interested States and
NASADAD to develop and implement a collaborative process by which dl interested parties can reach
agreement and findize SAPT block grant program priority outcome indicators, identify obstacles to
State reporting, mechanisms for overcoming these barriers, and agree to reasonable time lines for
nationa implementation of block grant outcome reporting.

Messure 4c.. Thework of MDS 1 has influenced severa other State activities related to outcome
performance measurement. The work accomplished under MDSII has been carried forward and
implemented by the SIG program. The SIG grantees have agreed to collect common State, local and
program level outcome measures which include MDS 1 indicators. Data collection has aready begun
in SIG dates.

29 Program Title:. Synar Amendment (Section 1926) I mplementation Activities Annual
Report of Ongoing Activity

Performance Goals Actual Performance
Goal 1: Assure services availability

1. Increase number of States whose retail
sdesviolaionsisat or below 20% FY 0L 36 States (Was FY 0L TBR6G/01
30 states)
(WasMeasure 3in FY 1999 plan. 1999 FY 00: 26 States (Was FY 00: TBR6/00
Measure 1 was dropped inthe FY 12 states)
2000/Revised FY 1999 Plan.) FY 99: 8 Saes FY 99: 21 Sates

(FYo0and FYO1 FY 98: 12 Sates

revised upward) FY 97 Badine 4 Staes

2. Maintain periodic technica assstance FY 01: Maintain FY 01: TBR 6/01

for implementation of guiddines FY 00: Maintain FY 00: TBR 6/00

FY 99: 100% FY 99: 100%

FY 97 Basdline 12 States (20%)

Total Funding: 1997: $1,350,000
1998: $1,400,000
1999: $1,300,000
2000: $1,500,000
2001Req:$14,100,00
0
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2.9.1 Program Description, Context, and Summary of Performance

The god of this program is to reduce the saes rate of tobacco productsto minorsin dl States. This
program provides assistance to the States to enhance their ability to comply with Synar regulationsin
the SAPT block Grant. All States have established data collection and enforcement procedures to
comply with Synar regulations, and many States are working (with supportive technica assstance) to
improve their established procedures. Through the delivery of technical assistance, CSAP supports the
Statesin reducing retail sales of tobacco to youth by providing guidance on State level policy making
concerns, assisting States with the identification of retailers and the development of retail outlet ligts. In
addition, CSAP aso provides guidance on improving collaboration between State and locd authorities
responsible for complying with the requirements of Synar. Coordination with CDC and FDA continues.

2.9.1 Goal-by-Goal Presentation of Performance

Performance Goas. God 1 - Assure Service Avallability. Performance measures the outcome of
violaions rate and the availability of periodic technicd assstance.

Measure 1: In FY 2001, a total of thirty-six Stateswill be at or below a 20% retailer non-
compliancerate.

Rationale: Analyses of compliance rates are performed each year based on data reported in the SAPT
block grant applications. Research evidence indicates that only consistent and vigorous enforcement of
State tobacco access laws will reduce the sales of tobacco products to minors to 20% or less, and that
through rigorous enforcement, all States can achieve that goa by September 30, 2003. Without such
rigorous enforcement, a State that was once compliant could lapsein later years into noncompliance.
The estimates of the number of States expected to be at or below 20% retailer non-compliance by

FY 2003 reflect the recent decison by the Department granting SAMHSA the ability to renegotiate
interim target ratesin FY 2000 with dl of the States. Due to the success of this program, FY 2000 and
FY 2001 targets were revised upward.

Data Source and Vdidity of Datas The data source isthe Synar report which isapart of the SAPT
block grant application submitted annudly by each State. The vaidity and reliability of the data are
expected to be high in view of the TA being provided, the number of random unannounced surveys
being conducted, and the confirmation of the data by scientific experts, Ste vidts and other smilar

steps.
Basdine The FY 1997 basdine for States with violation rates at or balow 20% was four

Target: FY 2000 increaseto atotd of 26 States; FY 2001, increase to 36 states.
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Progress Update: In FY 1999, atota of twenty-one States (nine more than the 1998 total) achieved a
sales rate of tobacco products to minors of 20% or less. SAMHSA surpassed its FY 99 target, and
therefore has revised FY 2000 and FY 2001 targets upward.

Measure 2: In FY 2001, maintain at 100% the proportion of States provided with periodic
technical assistancein implementation of guidelinesto meet Synar goals.

Rationde: CSAP isin a unique position to provide leadership and guidance to States on  overcoming
barriers to developing appropriate sample designs and other technica materids, based on scientific
literature and demonstrated best practices, for the effective implementation of Synar. The FY 2000
messure of 100% will be maintained.

Data Source and Vdidity of Data: The data sources for the baseline and measures were derived from
State project officers logs and organizations who were awarded State TA contracts. The analysis will
be based upon the actud requestsresponses received, therefore providing a high degree of rdiability
and vdidity.

Basdine In FY 1997 twelve States received technical assistance in implementing the guideines to meet
the Synar gods.

Target: FY 2000 and 2001, maintain at 100% of states.

Progress Update: In FY 1999, SAMHSA achieved its FY 99 target. All of the States were provided
periodic technica assstance in the implementation of guiddines to meet Synar goas. Technica
assgtance activities included working with States to strengthen their current youth tobacco control
programs by asssting in the development of lists of tobacco retalers, in the identification of outlets
within the State, and asssting States in identifying additiond interventions toward reducing retail sdesto
minors. Technical assistance has aso been provided to assst States reduce retail sales by asssting with
the development and strengthening of merchant education programs, the provison of information on
technologica interventions available for limiting sales (e.g. ID card readers), guidance on developing
community mobilization programs, and assstance with improving collaboration between State and local
authorities responsible for complying with the requirements of Synar. In addition, multi-State technical
assgance events were held, including the following:

1. Fourth National Synar Workshop (March 1999)

2. Synar Four-State Orientation Workshop (January 1999)

3. Synar State-to-State Conference Calls (November 1998 - February 1999)
4. Tools and Skillsto Build Collaboration on Synar Workshop (October 1998)



2.10 Program Title: State Incentive Grants SIGs (A component of Y SAPI)

Performance Goals
Goal 2: Meet emerging and

womclocols

Actual Performance
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1. Increase State collaboration
rating in the following aress.
(8) prevention service ddivery
(b) prevention
legidation/policies

(€) use of prevention related
resources

FY 01: TBD 9/00

FY 00: 25% incressein
collaboration for (8), (b) & (¢)
FY 99: N.A. New in FY 2000

Fy 01: TBD 9/02
FY 00: TBR 9/01

FY 99: Badine (from FY 98
data)

(8) 56%

(b) 28%

(© 15%

FY 01: TBR 8/02
FY 00: TBR 801

2. Decrease past month FY 01: TBD 9/01
substance use for youth 12-17 FY 00: 15% decrease from FY 98
(YSAPI mesaure) basdine

FY 99:N.A. FY 99: TBR8/00

FY 98 Basdine: 1998 NHSDA
data- 9.9%

3.Maintain the number of
science-based programs being
implemented by locd sub-
recipientsin SIG states

FY 01: At least 50% of dl SIG-

funded sub-recipient programs

will be science-based

FY 00: (N.A.; New measurein
FY01)

FY 99: N/A New Megaurein
Fy 01

Fy 01: TBR 9/01

FY 00: TBR 9/00

FY 99: N/A (new measure)

$15,000,000
$55,993,000
$61,652,000
$61,652,000

: $87,000,000

2.10.1 Program Description, Context, and Summary of Performance

The 1995 Nationa Household Survey on Drug Abuse showed some disturbing increases in drug use
among youth, particularly in marijuanause. To get a the underlying causes of this complex problem,
HHS Secretary Donna E. Shdaa reviewed the current state of the art in prevention services
nationwide. The Department’ s findings showed an inadequate system to support prevention efforts at
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the nationa, State and loca levels. In particular, prevention was characterized by alack of
comprehengve nationd and State prevention strategies that resulted in the following:

1. Uncoordinated and fragmented use of resources, knowledge and information relating to what works
in prevention;

2. A lack of systematic evaluation of programs and practices to identify effective, scientificaly derived
approaches; and

3. A lack of asystematic approach for disseminating these research findings to prevention program
providers.

In response to these problems, Secretary Shalda initiated the Y outh Substance Abuse Prevention
Initiative (Y SAPI) with the god of sgnificantly reducing substance use among youth in communities
nationwide. The SIG program has become a cornerstone of Y SAPI, promoting effective coordination
and collaboration at the State levd to implement science based Srategies a the community level
targeted towards reducing youth substance use. The god of the SIGs program isto assst States and
communities expand and enhance the availability, ddlivery, and qudity of substance abuse prevention
services nationdly, while enhancing State flexibility to target funds to loca substance abuse priorities by
a) improving, monitoring, and complying with Block Grant requirements, and b) testing outcome
messures associated with reducing alcohol and drug abuse. Five states received awards in Cohort |,
and an additiona 14 comprise Cohort [1.  One additiona state and the Digtrict of Columbiawere
added to Cohort Il in FY 1999.

The SIGs show severd linkagesto the KDA programs. In particular: the bulk of the SIG funds must
be devoted to actud prevention programming, and 50 percent or more of the programs must involve
science-based programs.  Science based is defined as *“...identified and/or substantiated through an
expert consensus or andytic process using commonly agreed upon criteriafor rating research
endeavors.” (Science-based Practices in Substance Abuse Prevention: A Guide, December, 1998)
Using common criteria, prevention programs were assessed and categorized (types 1-5) based on
levels of support according to those criteria. Those programs categorized as types 3-5 were deemed
science-based for the SIG program. To date, only the first cohort of five SIGs has sdlected its
community prevention programs. Early indications are that each SIG State has an average of 60
prevention programs with 52 percent being at arigorous, science-based level. It isimportant to note
that, to allow room for innovation, al programs funded at the subrecipient level are not required to meet
those rigorous criteria. Prevention programs are multi-faceted and therefore may fall under more than
one of the identified domains (youth, family, community, school). Prdiminary indications show that
SG programs gave highest priority to the youth domain, followed, respectivey, by the family,
community, and school domains.
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States have agreed on the use of core indicators and measures to be collected across sites at the State,
locad and program levels (See Appendix B.3 for tables of indicators and measures). From these core
measures, SIG States are dso fidd testing severd for their feasbility and usefulnessin Block Grant
goplication reporting. The SIG core measures reflect the logic mode upon which the evaluation
framework isbased. That is, the framework represents assumptions and causal expectations about how
SIG program activities reflect eleven categories within which the SIG program anticipates postive
change: (1) SIG mohilization; (2) State-level system characterigtics/dynamics; (3) sub-recipient
characteristics/dynamics, (4) State-level collaborative strategies/activities; (5) sub-recipient
planning/science-based prevention interventions; (6) State-level immediate outcomes, (7) sub-
recipient immediate loca outcomes; (8) State-level systems change; (9) intermediate outcomes (risk
and protective factors); (10) Long-Term outcomes (behaviord impacts); (11) contextual conditions
(economic, culturd). For example:

Long-Term State level outcomes: Substance use (10)

Construct Indicators Data sour ces I nstruments/measur es
s
Alcohol | Lifetime annud, monthly | Youth survey Seven-dtate consortium survey
use use; age of firgt use Y outh risk behavior survey
Household survey
Binge drinking Y outh survey Seven dtate consortium survey
Y outh risk behavior survey
Tobacco | Lifetime annud, monthly | Youth survey Seven date consortium survey
use use; age of firgt use Y outh risk behavior survey
(cigarettes) Household survey
Marijuana | Lifetime annud, monthly | Youth survey Seven gate consortium survey
use use; age of first use Y outh risk behavior survey
Household survey
Otherilliat | Lifetime annud, monthly | Y outh survey Seven-gate consortium survey
drugs use; age of firgt use Y outh risk behavior survey
Household survey

The bottom line impact of interest for the S G projects is the reduction of acohol, tobacco and illicit
drug usein the target populations of the loca sub-recipient communities. In generd, measures of actua
use of each of the substances listed above included four primary indicators: lifetime use, annud use, 30-
day use, and age of first use. Findly, the importance of evauation in this far-reaching CSAP initiative
has been abundantly emphasized a al levels. SIG grantees have responded to this with their own
detailed plans and willingness to compromise on behdf of the nationa agenda
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2.10.2 Goal-by-Goal Presentation of Performance

Measure l: Increase State leve collaboration rating from the 1998 baseline

Rationde: The States receiving SIGs are developing new substance abuse prevention systems through
collaboration with other State agencies and the combining and leveraging of resources and dollars.
Over the 3 years of funding, each State will document and evauate this new prevention system and do
qualitative comparisons with the“old  prevention system. Collaboration will be rated using a survey
being developed jointly by the initial cohort of SIG grantee states. Data will be aggregated by CSAP
through a central data coordinating system and cross site comparisons will be conducted.

Data Source and Vdidity of Data: States have agreed on the use of the same instruments and types of
datato be collected. Datawill be collected through severd mechanisms. State grantees, loca (loca
community or provider project level) and through school and community-based surveys. Dataare
being sent to a CSAP data retrieva system for entry and documentation.

Basdine SIG States have completed their instrument development and have collected the data .
Cross-dte andysis has determined the average level of collaboration across the program as follows:
(a) prevention service delivery -- 56%

(b) prevention legidation policies -- 28%

(¢) use of prevention related resources --15%

Target: Annud collaboration targets are set with each new cohort, therefore, the next target will be
determined in September, 2000.

Progress Update: SIG States, particularly Cohort 1, have implemented a number of collaboration
initiatives as adirect result of their SIG cooperdtive agreement with CSAP. The continued
development of the Cooperative Agreement Advisory Committee chaired by the Governor’'s
representative has strengthened State leve collaborationin dl SIG States.

The SIG Program is achieving its god's through collaborations with the Governor’ s Office in eech State.
In particular, G States have been very successful in coordinating and leveraging prevention funding.
Because the Governor is the recipient of the SIG grant, the SIG program structure dlows States to
identify gapsin prevention, optimize their statewide resources and develop strategies to implement
needed programs and services.  Governors have responded well to this opportunity and have put
nuUMerous innovations into practice.

Moreover, SIG States have been successful in identifying and leveraging prevention funds across their
Saes. Prdiminary indications show that some SIG States could potentidly leverage up to 10 times the
grant amount through matching funds. Governors have begun to leverage prevention resourcesin a
vaiety of innovative ways.

Specific examples of collaborations and leveraging of funds include the following:
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In Vermont, funds from United Way agencies, Safe and Drug Free Schools and other grants from State
and local agencies and private businesses and foundations have been merged to support loca
prevention codition activities. Asaresult of the SIG grant, for the first time, the M assachusetts
Governor’ s Office mandated that al State agencies that fund substance abuse prevention meet regularly
to coordinate their efforts and funding. The SIG program in Oregon has moved the State to work with
every County to develop a single comprehensive plan incorporating substance abuse prevention with
school success, juvenile justice, and teen pregnancy concerns. The State is aso working with nine
tribal governments for the first time in doing comprehengve substance abuse prevention. The SIG
Program in Kentucky leveraged $650,000 in local funds to support science-based prevention activities.

In Kansas the SIG prompted the Governor to issue an Executive Order establishing a Governor’'s
Substance Abuse Prevention Council. This cabinet level group has aready done a county-level
resource assessment an devel oped a science based prevention publication that integrates guiddines and
drategies across multiple federal and State funding sources. In lllinais and North Carolina the
Governors have used the SIG opportunity as a vehicle for State agencies to focus on prevention
domains and strengthen the connections between agencies to bring about new collaborationsin
prevention programming. The Colorado SIG has successfully pooled SIG and Drug Free School funds
to provide more effective prevention services in community school districts.

Measure2: InFY 2000, past month substance use will decrease by 15% among youth ages
12 -17 from the basdline (Y SAPI measure)

Rationde: States will be measuring the reduction in youth substance abuse via State level measures,
community level measures, and specific program measures to determine the effectiveness of science
based prevention programs and the effectiveness of the new prevention syssem. The decrease in risk
indicators will dso be examined. These and other data will be aggregated by CSAP through a centra
data coordinating system and cross Site comparisons will be conducted.

Data Source and Vdidity of Datac The NHSDA, anationa survey with known and established
reliability and vdidity, will be used, aswel asindividud State school surveys.

Basdine: FY 1998 9.9% (NHSDA survey results.) .
Target: 15% decrease from FY 1998 basdline

Progress Update: States have agreed to include the same items to measure this variable across State
dtesat dl leveds of andyss (State, community, program). Thisisamgor forward step in moving
towards State outcome performance measures. While the NHSDA can provide indirect State
esimates (in most cases); the State surveyswill be especidly hdpful by dlowing andyss a lower levels
(regiond, locdl ).

Measure 3: Maintain the number of science-based programs being implemented by local
subrecipientsin SIG States.
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Rationde CSAP isthe lead federa agency for substance abuse prevention and thus has amgjor rolein
identifying and disseminating knowledge to the fidld. CSAP isusing the SIG Program to test practices,
which have shown promise through past research, in a broad spectrum of current local conditions. As
part of its mandate to States receiving SIG funds, States are required to use at least hdf of their SIG
funding, after adminigtrative codts, to implement science-based prevention programming at the local
level. States are responsible for loca evauations of a sample of these programs. CSAP has asssted
States in choosing loca programs by developing a guide of science-based practices in substance abuse
prevention that lists examples of science-based programs and explains the different levels of scientific
integrity. This guide was developed by experts in the substance abuse prevention field and shared with
the SIGs. (See overdl SIG program narrative for more details in defining science-based programs).

In addition to the States' own evaluations of local programs, over the three years of their grants each
State will report data from loca subrecipients of SIG fundsto CSAP on a semi-annud basisfor the
Nationd cross-site evauation.

Data Source and Vdidity of Data: A semi-annud grantee reporting system is the source of these data
now and in the future. These data are sdf-reported by SIG subrecipients. A check on the validity of
these data will be done though ste viststo local programs by the cross-dte evaluation team beginning
in FY 2000.

Basdine: FY 1999 data to be reported in 9/00 (new measure).

Target: For FY 2001, at least 50% of al SIG funded sub-recipient programs will be science-based.
ProgressUpdate:  Thusfar, three states have reported on their subrecipient data, which asks for the

characterigtics of their most important programs. (Many States have not yet had reached the point of
identifying their loca programs.)

2.11 Program Title Community Coalitions Final Report of Evaluation of Completed Program



Performance Goals Actual Performance
Goal 2: Meet emerging and unmet
needs

Note: 1999 Measure 1 was dropped
inthe FY 2000/Revised FY 1999 plan.

1 Increase the mean number of
organizations participating in FY OL: N.A. Program FY OL: N.A. Program
activities completed. completed.

(WasMeasure 2in FY 1999 plan). FY 00: N.A. Program FY 00: N.A. Program
completed. completed.

FY 99: 40% increase FY 99: 190 organizations (over
300% increase from basdline)
FY 98: 186 organizations

FY 97: 172 organizations

FY 95 Basdine

Mean of 46 organizations

2 Increase prevention services that FY OL: N.A. Program FY OL: N.A. Program
promote codition efforts completed. completed.

(WasMeasure 3in FY 1999 plan). FY 00: N.A. Program FY 00: N.A. Program
completed. completed.

FY 99: 100% increase FY 99: Target exceeded in FY
93.

FY 98: 2297

FY 97: 1803

FY 95 Basdine: 595 programs
coordinated, and implemented
by 123 codlitions

1997: $36,171,000
1998: $ 8,318,000
1999: $ 6,422,000
2000: $ 473,000
2001 Req:  Program
Completed

2.11.1 Program Description, Context, and Summary of Performance

The gods of this program, which is now completed, were to increase community involvement in dealing
with problems of substance abuse and its attendant effects, aswell as to promote the devel opment of
infragtructure in communities for initiating and facilitating substance abuse prevention activities. This
program focused on a community-wide gpproach to reducing substance abuse. The program was built
on community-based theories of prevention, which address the community environment within which
substance abuse occurs, not just the behavior of the individuals and families or those on the school
campus.
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Find analyss of the data collected as part of the nationa evauation of the community partnership
program is complete and efforts to disseminate the findings from the evaluation continue. Resdentid
and school surveys, over two pointsin time, showed that:

24 representative partnership communities as a group were associated with lower rates of
substance abuse, relative to 24 matched comparison communities as a group.

Only adults acohol use for the past month showed a satisticaly significant improvement in 12
measured outcomes. The measures addressed acohal or illicit drug use for three age groups,
adults, 10th graders, and 8th gradersin the past month and for the past year.

For the partnership communities, ma e substance abuse rates were lower a the second point in
time, relative to the comparison communities - usudly by about three percent - on five out of
the 9x outcomes: adult illicit drug use and dcohol use in the past month; 10th gradeillicit drug
use in the past month; and 8th gradeillicit drug use and adcohal use in the past month (al
comparisons were satigticaly sgnificant).

When the responses for maes and fema es were combined, only one of the Sx outcomes was
ggnificantly different, and favored the partnerships. The sgnificant effects by gender has helped
inform the community initiated study program which includes as a priority, sudies using effective
modes for femaes,

When comparing individua partnerships with their paired comparison communities, 8 out of 24
partnerships showed gatigticaly significant reductionsin substance abuse. The surveys aso reveded
other satigticaly sgnificant findings associating partnerships with the following outcomes:
Program Surveys aso reveded less reports of adult illicit drug use in Community Partnership
Programs.
Adultsin partnership communities reflected being more involved in prevention activities, living in
a*“good” neighborhood (i.e., - a neighborhood free from drugs); and having a disgpproving
attitude toward drugs.

The sudy showed that gaining community involvement and recruiting and involving membersin dl

agpects of community infrastructure building and prevention program implementation were sgnificantly

related to attaining the partnerships stated prevention goals. The study aso identified eight

characteristics that were exhibited by those partnerships that had Satisticaly significant reductionsin

substance abuse:

1 A comprehensive vison that covers dl segments of the community and al aspects of
community life

2. Widely shared vison that reflects the consensus of diverse groups and citizens throughout the
community;

3. A strong core of committed partners a the outset of the partnership;
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4, An inclusive and broad-based membership with participation of groups from al parts of the
community;

5. Avoidance or resolution of severe conflict that might reflect misunderstanding about a
partnership’s basic purpose;

6. Decentraized units within a partnership that encourage implementing prevention programsin
amall areas within a partnership and that empower residents to take action and make decisons,

7. Low gtaff turnover that, when it happens, is not disruptive; and

8. Extensve prevention activities and support for locd prevention policies, reaching alarge
number of people for an extended period of time.

The success of this program has impacted the way other federal and state agencies do business. For
example, Drug Free Schools and Communities (DFS/C) and Office of Juvenile Justice and Drug
Prevention (OJIDP) programs are using CSAP results to help shape their community programs, and
ONDCP has made increasing the number of community partnerships a performance objective for the
nation. In addition, anumber of dates have incorporated working with communities into their
prevention plans. CSAP itsdlf builds on the knowledge gained through this program in designing the
State Incentive and CAPTSs programs among others.

The Community Coditions Program (CCP) represents a continuation and expansion of a philosophy
expressed in the Community Partnership Program. The effort is designed as an extenson of the earlier
community-based efforts to increase the breadth and reach of anti-drug partnerships through the joining
together of, and collaboration of partnerships. A centrd tenet of the CCP isthat interaction and
linkages among partnerships will have a strong impact on palicies and norms, bring about community-
wide changes, and creste stronger and hedlthier communities.

The nationa cross-ste evauation of the CCP employs a quasi-experimentd design to assess changesin
substance abuse and related health problems over the 1992-1998 period, using archiva outcome
indicator data. Archiva outcome indicator data on substance abuse-related traffic fatdities, crimes, and
hospital discharges have been collected for 85 codition communities and their matched comparisons
(170 communities) for the 1992-1997 period. Collection of 1998 data on these three sets of outcome
indicators is continuing.

Data on traffic fatdities, crimes, and hospital discharges have been processed to calculate unadjusted
and adjusted incidence rates to describe trends in substance abuse and related health outcomes over
time. Caodlitions program effects on reducing traffic fatalities, crimes, and hospital discharges were
assessed for 85 pairs of codlitions and their matched comparisons over the 1992-1997 period through
the use of arandom-coefficients model. Of the Sx outcome indicators assessed, five were found in the
hypothesized direction associated with lower incidence, (alcohol and drug use, alcohol-related arrests,
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drug-related arrests, sngle-vehicle nighttime rashes, and illness, injuries, and diseases related to acohol
and drugs), but none were Satidicdly sgnificant.

Since prevention dosage, codition building Strategies, funding disruptions, number of former CSAP-
funded partnerships, total number of partnerships, initid drug conditions, initid poverty conditions, and
cohort were consdered important in affecting coalition outcomes, the effects of these variables on
substance abuse related treffic fatdities, crimes, and hospital discharges were investigated through eight
subgroup random-coefficients analyses. An important cohort effect that was detected though the
effects of the remaining seven variables was not Satisticaly sgnificant.

The coditions building process was evauated through the application of a structural equation modd,
utilizing the 1996, 1997, and 1998 data from the Coditions Management Information Format and
Framework Report. The andysis found a positive relaionship between the codition activities and
actions and outcomes. Codlitions focusing on prevention activities and community actions were able to
produce a pogitive impact on community risk and protective factors and ultimately led to reductionsin
substance abuse behaviors and related health outcomes.

Eight criteria were established to identify eight out of the 123 coditions for the study of promising
practices. These eight criteriawere: evidence of success, comprehengve prevention srategies,
presence of a Long-Term drategic plan with evidence of implementation; implementation of policy or
legidative changes, stable governance and |leadership; collaboration among member organizations,
funding from multiple sources; and culturaly sensitive gpproaches to prevention. Both processes and
outcomes of the eight coalitions were assessed. The results indicated that the eight identified festures
were important in achieving codition outcomes. The results of these analyses were reported in a draft
report entitled “Promising Practices: Common Fegtures of Exemplary Codlitions.”

2.11.2 Goal-by-Goal Presentation of Performance

Performance Goals. God 2-Meet emerging and unmet needs. Performance measures emphasize the
extent to which the activity increases the number of participating organizations and increase prevention
services.

Measure 1. Increasethe Mean Number of Organizations Participating in Coalition Activities
by 40 Per cent

Rationde Infrastructure development indtitutiondizes knowledge intended to be practiced through the
community coditions program, increasing the probability that its pogtive effects will last after the
codition is formed and its prevention programs are initiated. CSAP-supported community coditions
are required to have aminimum of two partnerships, and state-coordinated coditions are required to
have aminimum of three partnerships. A partnership is defined as aformaly structured group of no
fewer than seven (7) officid member entities. During the firgt year of funding—FY 1995—the number
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of partnersin each codition ranged from 2 to more than 50, with amean of 6.3 partnershipsin each
codition. As coditions develop over the course of the grant period, both the number of community
organizations and the number of partnerships participating in codition activities is expected to increase.

Data Source and Vdlidity of Dataz CMIF which is a data source developed for the cross site
evaduaion. Information is verified viagte vists monitoring activities, and other reports.

Basdine FY 1995 mean number of organizations per codition participated in codition activities equals
46.

Target: FY 2000 and 2001, not applicable, program completed.

Progress Update: Andyssof the process variables indicate that the codlitions have been involving an
increasng number of organizations in the coditions and have been increasing the extent to which they
have adopted forma procedures such as having a governing board with eected officer and having
forma operating procedures period. For example, the mean number of organizations participating in
codition activities has increased from the basdine (measure 1) of 46 in 1995, to 172 in 1997; an
increase far exceeding the target of 40 percent. In 1998, the mean number of organizations
participating in coalitions increased even more to 186, and 1999, to 190.

Measure 2: Increase Prevention Services That Promotethe Coalitions's Substance Abuse
Prevention Efforts by 100 Percent from the Base Year.

Rationde: 1n 1995, the coditions were beginning to get organized. Over the course of the grant

period, the coalitions completed assessments to identify needed prevention services, developed plansto
meet those needs, and implemented the plans. Thislikely led to an increase in substance abuse
prevention services. Rates were not expected to increase during the last year of the funding period due
to the increased attention on evauation activities during that period.

Data Source and Vdlidity of Data: The Codition Management Information Format (CMIF) isthe
source of the data. Information is verified via Ste vists, monitoring activities, and other reports

Basdine FY 1995 595 prevention programs and services coordinated and implemented by 123
community coditions.

Progress Update: As shown in Exhibit 1 below , the coditions surpassed dl expectations for measure
2. Specificdly, FY 1997 data show that 1803 prevention programs and services were facilitated and
newly created; an increase of gpproximately 300 percent (rather than the 100 percent targeted). 1998
dataindicate that 2297 programs and services have been facilitated and/or created thus showing smilar

progress.



Exhibit 1

Number of prevention activities facilitated and newly created by coalitions (N=123)

2500 - 2297
2000 1 1803
1500 -
1000 - 813
595
500 - . .
O h T T 1
1995 1996 1997 1998
Year

Source: Caodition Management Information Format (CMIF).



2.12 Program Title: Prevention Intervention Studieson Predictor Variables by
Developmental Stages Interim Report

Performance Goals:

Goal 3: Bridge the gap between
ledge and practice

Actual Performance

83

Note:
1. Implement effective modedls

(WasMeasure 2in FY 1999 plan;

1999 Measure 1 was dropped in the FY
2000/Revised FY 1999 Plan; Steswill be
funded competitively for an additional
year to permit additiona data points.
Accordingly, find reporting will be
delayed by one year from that projected
in the FY 2000 plan.)

FY 01: Not applicable;
program completed

FY 00. 8dtes

FY 99: Not applicable;
one-time report.

FY 01: Not applicable

FY 00: TBR 6/01

FY 99: N.A.

(Seep. 19 of GPRA narrativefor
interim deta.)

FY 98 Basdine: 0 Stes

2. For children 9+, decreasein use of :

FY O1: Not applicable;
program completed

FY 0O
Decrease by 10%

Decrease by 10%

Decrease by 5%

FY 99: Not applicable.

FY O1: Not applicable

FY 00: TBR 6/01

To bereported at end of
program. Seenarrtivefor
interim data showing some trend
differences between the
intervention and control groups
in the age 12-14 cohort.

FY 99: Not applicable; onetime
reporting

FY 98 Basdine Age9-11
Alcohol Use 4.5%

Tobacco Use 2.5%;

Marijuana Use .8%.

Age 12-14:

Alcohol Use 8.3%
Tobacco U2 7.5%
Marijuana Use 2.3%

1997: $5,700,000
1998: $5,708,000
1999: $2,561,000
2000: $ Program
Endin
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2.12.1 Program Description, Context, and Summary of Performance

The god of this program is generate new empirical knowledge about effective gpproaches for changing
the development of trgjectories of children at risk for substance abuse.

In 1996, SAMHSA/CSAP decided to direct its funding to knowledge development, and knowledge
goplication. At that timeit was determined that knowledge was available from previous research which
indicated that there are markers for deviant behavior, including substance abuse, and that these markers
can be targeted for interventions desgned to change the developmenta trgectory of children who might
otherwise develop substance abuse. There was no sgnificant information available, however, that
suggested gppropriate interventions for specific developmentad stages. Thus, it became the god of the
Predictor Varigbles initiative to determine at what developmental stage(s) does enhancement of each of
the variables being investigated prove mogt effective in preventing/reducing negative behaviorsthat are
predictive of substance abuse.

The Predictor Variables Program studies the effect of prevention interventions targeted to four variables
that are predictive of later substance abuse and other deviant behaviors. The four variablesin this study
include: self-regulation and control; cognitive devel opment/academic achievement; school bonding; and
care giver investment in the child and activities. The ten study Stes are located in both rurd and urban
areas. They are divided into four age cohorts; 3-5,6-8,9- 11, and 12 - 14, and are testing
interventions appropriate to those developmentd stages. They have, at this point, some Sgnificant
interim findings, and it is expected that they will develop dissemination packages for use by otherswho
would like to replicate individud projects.

The contribution the Predictor Variables Program will provide for a greater understanding of the age
groups that are in need of greater interventions. The Program will also assg in the identification of the
ages a which to target the specific variables (sdlf-regulation and control, cognitive devel opment,
academic achievement, school bonding, and care giver bonding) that are associated with subsequent
subgstance use. Thiswill assist federd, state and locdl entitiesin adlocating their resources most
effectively because it will help them target those specific factors most associated with substance use for
apaticular developmenta group. These findings dso influence CSAP s future program direction by
better enabling us to issue focused announcements, provide related technica assistance and training,
and optimize dissemination of these findings.

Long Term Indicators of Success for the Predictor Variables Program In support of SAMHSA goa 3-
bridge the gap between knowledge and practice

Whilefind results will be reported in FY 01, preiminary findings show dgnificant improvement in the
intervention group relative to the control group in:

< improved parenting practices,

< increased family cohesion,
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increased family organization and
decreased family conflict.
aggressive disruptive behaviors and
concentration problems.

N N N AN

Interim results aso reved that:
< The rates of chewing tobacco were reduced from 2.6% to .5 % in the intervention group, while
the comparison group rates doubled from 1.1% to 2.3%.

< The use of dcohol was 4% lower in the intervention group compared to the control group.

< The rates of overdl use of one or more drugsin the control group have dmost doubled from
6.8% to 12.4%, while thisincrease is less than haf a percentage point (.4%o) in the intervention
group.

2.12.3 Goal-by-Goal Presentation of Performance

Performance Goals: God 3: Bridge the gap between knowledge and practice. Measures emphasize
outcomes and the implementation of effective models.

Measure 1. 80% of sites (8 out of 10) will implement effective intervention models, designed
to be disseminated through professional journals, meetings, and other dissemination arenas.

Rationde: Agde from generating findings on the effectiveness of the interventions and determining the
prime window of opportunity for intervening with children to prevent substance abuse pre-cursors, this
program expects to generate intervention models that can be disseminated to states and local
communities interested in implementing age appropriate substance abuse prevention programs.

Data Source and Validity of Data: The researchers for each age cohort have selected common
instruments gppropriate to the developmentd stage being addressed. The Research Coordinating
Center is charged with responshility for ensuring integrity of the data. The validity of the dataiis
expected to be high as standardized instruments are being used. Effective modeswill be determined by
criteria developed by CSAP to evauate effective substance abuse prevention models.

Basdine 0 sites (grant Stes received awards in 1997).
Target: FY 2000, 8 Sites

Progress Update: Although it is expected thet dl modeswill have some significant findings, it is

goparent that some may be more readily replicable than others because of various factors within the
environment of the individua sites. All sudieswill compete for one-year continuation supplements at
the end of FY 1999. Providing for an additiond year will dlow projects to have sufficient data points
for more sophidticated andyses (e.g. Growth Curve Anadlyss). Information from these andyses will not
be available until mid-FY 2001, following the end of the projects at the end of FY 2000. Dissemination
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mode packages should be available within 6 months of the close of individud projects, late FY 2001.
The following are examples of promising sgnificant findings from individud Stes

1 Priminary findings show sgnificant improvements in improved parenting practices, increased
family cohesion, increased family organization and decreased family conflict.

2. Parentsin the intervention group sgnificantly decreased their use of harsh drategies while
controls show no changes.

3. Children in the treatment group showed sgnificant reductions compared to controls from pre-
to post-test for aggressve/disruptive behavior and concentration problems.

Measure 2: Children 9 yearsof age and over in the treatment groupswill decrease alcohal,
tobacco, and drug usein comparison to children in the control group by the end of the projects.
(Final data to be available in mid-FY2001)

Rationde: Intervention research has provided indications that it may be possible to change disordered
behaviord patterns of young children if interventions begin early and are targeted a severd predictor
variablesincluding socid competence, saif regulation, school bonding and academic achievement and
care giver investment. As previoudy described, research studies have found these indicatorsto be
highly predictive of substance use. It is anticipated thet this initiative will be successful in changing
developmentd paths toward deviant behavior and lead to more hedthy socid and emotiond
development as well as reduce the incidence of substance abuse disorders.

Data Source and Vdidity of Data: The 9 - 11 and 12 -14 age cohorts have collected ATOD data using
gandardized instruments such as scaes from the Nationa 'Y outh Survey.

Basdine Basdine data was submitted in FY 2000 Plan. Data has been collected a one additiona
point since that period.

Target: For FY 2000, acohol use decreases by 10%, tobacco use decreases by 10% and marijuana
use decreases by 5%.

Progress Update: Findings from the 9 - 11 cohort indicate that there are no significant differences
between the intervention and control groups from basdline to mid-intervention in the frequency of
tobacco, acohol, and marijuana use, and in the combined index of use of one or more drugs. These
results are to be expected given the age of this cohort, and the low substance use rates at basdline.

While findings from the 12 - 14 age cohort reved no significant differencesin the rates of use of
tobacco, dcohol, and marijuana from basdine to follow-up in the intervention and control groups,
severd important points regarding the trend of substance use are noteworthy:
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1) Whereas the intervention group manifests a reduction in the rates of chewing tobacco use from
basdine to follow-up (from 2.6% to .5%), these rates have doubled in the control group (from 1.1% to
2.3%);

2) Although both groups show an increase in the rates of acohol use, the number of youth who use
acohal in the control group istwice as high at follow-up in comparison to basdine (4.5% vs. 9%), and
4.0% higher in comparison to the intervention group; and

3) With respect to the index of overal use of one or more drugs, the rates in the control group have
doubled (from 6.8% to 12.4%), while in the intervention group thisincrease isless than half a
percentage point (.4%).

The trends observed in these results is, in fact, congstent with the objectives of the projects
representing the 12 - 14 year old cohort; that is, the focusis on curbing current and preventing future
substance use, as opposed to preventing early onset of substance use. It should be noted that thisis
mid-point intervention data and should not be considered fina nor conclusive.

213 Program Title: Starting Early/Starting Smart: Early Childhood Collaboration Project
SESS Interim Report

Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap between ence
ledge and practice

1. SAMHSA and partners execute FY 01: 2 additiona funders FY 01: TBR 9/01 B69
Memoranda of Understanding FY 00: Maintain at 100% FY 00: TBR 6/00
FY 99: 100% FY 99: 100%
FY 97 Basdine: 50% of
collaborators have

MOQOUs.
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2. Incresse physicad hedlth, behavior, socid
and emationa functioning (socid skill
subscale, problem behavior subscale)
language deve opment (cognitive scale)

FY 01 Target additiond 5%
increesein the differentia
between trestment and
control group reports
across physical and
behaviord measures.

FY 00 Targets Physica
Hedth - 5% increeseinthe
differentid between
trestment and control group

reports of good hedlth.

Behaviora Hedth -

- 5% increase in the meen
rating for children on the
Socid Skills Subscdeand
- 5% decrease in the mean
rating for children on the
Problem Behavior
Subscdes.

Language/Cognitive - 5%
incresse in the scores for
receptive and expressive
language .

FY 99: Callect basdine data

FY 01: TBR 9/01

FY 00: TBR 6/00

FY 99: Target met

FY 98 Badine
-Physical Hedlth 42.9%
of dl care giversreport
good to excdlent child
heglth,

Behaviord Hedth (see
subscalesin tables)
Current dataindicates
more child problem
behaviors reported by
caegivers

Cognitive (language
development) 50%
correct response rate;

B69

Total Funding:

1997: $6,200,000
1998: $8,277,000
1999: $7,986,000
2000: $7,422,000

2001 Req: Fundingisnot
separatefor each Center all
located in CMHS s Budget.
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2.13.1 Program Description, Context, and Summary of Performance

The god of this program is to test the effectiveness of integrating menta hedlth and substance abuse
prevention and trestment services for children ages birth to seven years and their families/care givers,
with primary hedlth care service settings or early childhood service settings. This early intervention
model brings integrated behaviora hedlth servicesto typica early childhood settings, where families are
aready engaged, such as child care, preschool, Head Start, primary care clinics and community clinics.
SAMHSA, asthe expert in behaviord hedth services (substance abuse prevention, treatment and
menta hedlth services), can enhance these successful early childhood programs (begun by MCHB,
Head Start, etc) by bringing these much needed services to dready existing programs. If thismodd is
successful, these SESS programs should be sustainable through community collaborations, continued
Foundation funding, or new partnerships. As a prevention program, SESS reaches children a an early
age when brain physiology can be impacted, behaviors can be molded, and parents can be supported
and empowered to raise hedthy children.

This program is directed by the following core principles:

. Substance abuse prevention, trestment, and menta health services are essential components of
early intervention for young children and their families

. Reaching high risk young children and families in service settings where they dready are
engaged is the most effective method of providing services.

. Y oung children and families benefit most through a child-centered, family-strength based,
solution-focused approach.

. Culture is a vauable resource in engaging and meeting the needs of young children and their
families

. Collaboration is the most effective strategy for successful outcomes for young children and
families. Thisincludes families, public/private agencies, professond associations, and providers
as partners.

This program is carried out with the advice and investment of the Department of Education, Hedlth
Resources Services Adminigtration, and the Adminisiration for Children and Families. Grantees are
located in Head Start Sites, child care or preschools, and primary care hedlth clinics. The results of this
important program will provide important information to help a population for whom limited data are
available the very young children (0-7) and their care givers. This knowledge will likely impact
environments of young (e.g. Headstart, primary care facilities); programs targeting families, perhaps
even the workplace. Results will be disseminated using al of CSAP straining, technica assstance and
digtribution mechanisms.

Core measures for the cross-site study include key measures in each of 4 aress.

1. Parentd functioning: Parenta substance abuse; Parentd mentd hedth satus;
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It iswell accepted that parenta functioning has tremendous impact on children, especidly the very
young child who is experiencing Sgnificant brain growth.

2. Child functioning: Hedth gatus, Language development; School readiness; Socid- functioning;
Behavior. Direct measures of child functioning from both Teacher and Care giver are vita to determine
field dependent behaviors, multi method gpproach incorporating both interview, questionnaire and
observation support this measure.

3. Parent-child dyad: Parentd discipline; Attachment; Home environment -It is well documented that
the parent-child relationship is the window to assessing attachment and attachment behaviors for
children. The home environment is critical to assessin order to ascertain a complete picture of the
child’s experience.

4. Service integration:  Service access, Utilization and satisfaction modules. In order to ascertain if
integrating services in early childhood settings truly improves access to care and utilization of services,
and increases satisfaction with services, a periodic assessment is administered to families.

FY 1997 basdine data on physca hedth, behavior, socid and emotiona functioning and language
development have been collected and analyzed. Interim datais asfollows:

. Physcd Hedth--Asthma was the most commonly reported physica hedth diagnosis
(180 of 1120 youth); Very few other chronic medica problems were reported (less
than 4% of the sample reported any specific diagnosed problem); Overdl, just under
half (42.9 percent) of care giversrated their child's hedth as excdlent, and
approximately haf of the care givers reported their child's hedlth to be very good or
good.

. Language---Clinicd Evaduation of Language Fundamentds is the ingrument which
presents children with stories followed by comprehension questions and sentence recall.
Children gave correct responses dightly more frequently than incorrect responses on
both the Linguistic Concepts and Recalling Sentencesin Context subscaes.

. Socid Skills--Therating scale for the PKBS indicates the frequency with which achild
engagesin particular behaviors. Care giver and teacher mean ratings of the target
child's socid skills were smilar, with dl subscale scoresindicating that positive socid
behaviors were engaged in between “ Sometimes’ and “ Often.” Care givers tended to
rate their child as having more frequent problems behaviors than did the Teacher.

2.13.2 Goal-by-Goal Presentation of Performance

Performance Goals. God 3: Bridge the gap between knowledge and practice. Measures emphasize
outcomes and the implementation of effective models.
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Measurel: SAMHSA and 100% of thefederal and private partnersto thiseffort will have
executed memor anda of under standing (M OU) that specify their mutual expectations

Rationde: One of the gods of SESSisto foster public/private collaborations to create a more
comprehensive framework for improving services to young children and their families. Collaborations
across government agencies and private sector organizations promote systems integration and
streamline the process for providing services and promoting knowledge devel opment.

Data Source and Vdidity of Datac CSAP records substantiating the execution of these officid
agreements.

Basdine 5 FY 1997 O percent of theinitial collaborators have MOUS negotiated.

Target: FY 2000, maintain at 100%. FY 2001, establish 2 additiond funders.

Progress Update: FY 1999 target was achieved: SAMHSA and 100% of the federa and private
partners have executed MOU that specifies their mutuad expectations. The target has been modified for
FY 2001 to add two additiona funders. Formal requests to support parent-child interaction
component of SESS were sent to NINR, Department of Education, NIH, and severd private
Foundations working with families. Continued support through private funding further strengthens our
outcome data and sustains our efforts.

Measure2: By FY 1999, SESSwill establish basdline data on physical health, behavior,
social and emational functioning and language development of participating children ages0-5
(and their families) by compilation and analysis of collected data from theinitial
adminigtration of the determined protocol instruments.

Rationale: Collection of basgline data commenced on July 1, 1998. Workgroups composed of
members of the Steering Committee reached consensus on plans for cross-site data collection
instrumentation, data points, and andysis. These plans are contained in the Phase | Report, has been
critiqued by funding agencies (SAMHSA and the Casey Family Program) and an expert panel of
consultants.

Data Source and Vdidity of Data: Multiple selected, sometimes modified, standardized instruments,
agreed upon by consensus of the steering committee (grantees), are used. The SESS Data
Coordinating Center assures data quaity and the vdidity of the data.

Basdine: FY 1998 collection of basdine data commenced as planned. Approximately 3,000 (1500
experimenta and 1500 control) target children will be studied, with an implied n for parents and parent-
child dyads.
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Target: By FY 2000, establish targets on these measures for children. By late FY 2001, demondtrate
empirica evidence of improved physica hedth, behavior, socid and emotiona functioning and language
development of children in the integrated behaviora hedlth services intervention group.

Progress Update: SESS sites have gathered basdline data on target children in the following arees:

Physicad Hedth (from the Physica Hedlth Module)
Socid Skills and Problem Behaviors (from the Preschool-Kindergarten Behavior Scales)
Language Development (Clinicd Evauation of Language Fundamentas)

These datawill provide the point of reference from which to compare further datapoints. Changein
physica hedth, dthough not an specific outcome for SESS, will be noted. The Physical Hedth Module
iscomposed of an Infant Verson and a Child Version. Data demonstrates baselines asfollows:.

Agthmawas the most commonly reported physical hedth diagnosis (180 of 1120 youth)

Very few other chronic medicd problems were reported (less than 4% of the sample reported
any specific diagnosed problem)

Ovedl, just under half (42.9 percent) of care givers rated their child's hedlth as excdllent, and
gpproximately haf of the care givers reported their child’s health to be very good or good.

For FY 00: A conservative increase in differential between trestment and control groupsis predicted
based on: the existing chronic illnesses ( approx 25%0f sample) reported in this sample that may not
change in a short term evauation period; gpproximately haf of the sample currently report good hedth.

Behaviord (socid functioning) evauations of children by care givers and teachers have been completed.
Thisdatawill provide apoint of reference from which to compare further data point assessments of
emotiona and socid behaviors. The Preschool-Kindergarten Behavior Scaes (PKBS) is administered
to children 3 years of age or older, therefore the sample sze for this insrument is restricted to the
gopropriate age group. At the present time, there is not enough data available on the Infant Toddler
Symptom Checkligt (a socid/developmenta measure for young children) to provide meaningful
descriptive informeation, hence it will not be included here.

The rating scale for the PKBS indicates the frequency of child behavior.
Care giver and teacher mean ratings of the target child’s socid skills were amilar, with dl
subscae scores indicating that positive socia behaviors were engaged in between “ Sometimes”

and “Often.”

Care giverstended to rate their child as having more frequent problems behaviors than did the
Teacher.
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For FY00: A 5% differentid between trestment and control groups is predicted. This program is
preventive in nature, and is gpplied to very young children who are growing and developing at arapid
rate. However, theimmediate benefits of the interventions are not as dramatic, as the outcomes
apparent at 5 years of age. Therefore a conservative percentage is predicted in the program eva uation

period.

Clinicd Evaduation of Language Fundamentds is the indrument which presents children with stories
followed by comprehension questions and sentence recal. This instrument evauates receptive and
expressive language abilities. The scores were standardized by the age of the child.

Children gave correct responses dightly more frequently than incorrect responses on both the
Linguistic Concepts and Recalling Sentences in Context subscales. (More work needsto be
done on the interpretation of the scores.)

For FY00: A 5% increasein the differentia between treatment and control groups are predicted.
Thistoal isclinicd in nature, and will be evduated carefully given that alarge percentage of children
have English as a second language.

Detailed tables 1 and 2 on preschool-kindergarten behavior scales arein Appendix B.4 to illugtrate the
basdline data for each module. Examples are provided in the Appendix.

2.14 Program Title: Youth Connect - High Risk Youth Mentoring/Advocacy Program
(supported by separate High Risk Youth budget line)

Performance Goals Targets Actual Performance Refer-

Goal 3: Bridge the gap between ence
knowledge and practice
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1. Decresse substance abuse and related B89
violence for trestment subjectsrelative to FY 01:5-15% reduction FY 01: TBR 1/02
similar population without prevention See GPRA report for
programming interim information.

FY 00: 5% Reduction FY 00: TBR 12/01

FY 99: N.A. Firg included FY 99: Basdines TBR

in the FY 2000 plan. 12/00
2. Siteswill document modelsthat are FY 01: 60% effective and FY 01: TBR 12/02 B89
determined to be both effective and replicable See GPRA report for
replicable interim information.

FY 00: (Prdiminary andyds FY 00: N/A

to be completed)

FY 99:N/A FY 99:N/A

FY 98: Badine O Stes

Total Funding: 1998: $6,000,000
(Notethat thisprogram isfunded from 1999: $6,991,000
the High Risk Youth budget activity.) 2000: $7,000,000

2.14.1 Program Description, Content, and Summary of Performance

The god of this program is to prevent or reduce substance abuse or delay onset in youth ages 9-15, by
improving school bonding and academic performance, family bonding and functioning, and life
management skills. ThisKD&A program aso relates to CSAP s emphasis in addressing the needs of
vulnerable populations, including youth at high risk for substance abuse. Project Y outh Connect, is
designed to test adua approach asfollows: 1) Mentoring/advocacy intervention, working with youth
only, 2) Mentoring/advocacy intervention with youth and their families.

Project Y outh Connect focuses on youth 9-15 years of age and their families. The degree to which
youth isinvolved in a pattern of behavior is related to the number and kinds of risks and protective
factors present in that youth’s life. A youth who has learning problems in school, has a parent who has
been involved in the criminal justice system, comes from afamily with a substance abuse problem, lives
in an economicaly strained community, and/or who has been awitnessto violence is said to have
multiple risk factors. Intensve and caring relationships with a mentor/advocate will involve the youth in
such amanner that atrugting relationship will promote improvement in al aress of their life.

Attachment to a parent is predictive of future behaviord problemsin youth. If close atachment with a
parent is not possible, then bonding with another caring adult can provide the needed bonding
relationship. There is strong support in the literature that such relaionships can have an important effect
as a strong protective factor, despite the presence of other risk factors.
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Mentoring advocacy can be one of those mechanisms for creating adult/youth bonding. Mentoring
programs that require the mentors to receive adequate training before assuming their roles as mentors
and those that alow for grester amounts of mentor time being alocated to the youth and/or hisher
family have met with great success. An example of a successful mentoring program isthe Big
Brothers/Big Sisters Mentoring Programs. In astudy of this program, the mentors met two to four
times per month for at least four hours each time over aminimum of aone year period for 144 hours of
contact. The results of the study demonstrated program effectiveness for the short term in that 46% of
the participants were less likely to start using illegd drugs and 27% were less likely to use dcohal. In
this program, mentor/youth interaction was more intensive than in many other such efforts and was
enhanced by a highly supportive infrastructure.

The Project Y outh Connect program will eva uate the effectiveness of mentoring interventions with 15
funded, diverse programs that employ professiona and paid mentor/advocates, who will be required to
gpend an extendve and specific amount of time with their sudents and/or their families/care givers.
CSAP will determine the effectiveness of mentor/advocates with the youth aone, or with the youth and
their families. It isanticipated the intervention will be effective in reducing substance abuse and related
violence, as wdl asimproving community attitudes about youth and enhancing the system of support
avallable to them and their families. 1n addition to alcohol, tobacco and other drug (ATOD) use and
attitudes, the following information is being collected: 1) improved school bonding, grades and
attendance (e.g., school bonding scale of NY'S); 2) improved parent/care giver attachment and parenta
supervison (11 items from OJIDP s Causes and Corrdates Study); 3) improved life management skills
such as peer refusdl, problem solving, sdlf efficacy, culturd pride and peer relations (Hudson's Index of
Peer Relations et d.).

The legacy of the Y outh Connect Program will be an impact on the three domains of the community,
adults, and youth. In the community lasting intergenerationa bonds are created. Older adults become
avauable resource to the community. Family dissent will decrease and family bonds will increase.
Positive parenting skills will result, and substance abuse by parents will decrease. The individua will
increase s f-efficacy, and there will be decreases in conduct disorders. Findly, this program will be a
nationa example of a youth mentoring program for youth and families.

2.14.2 Goal-by-Goal Presentation of Performance

Performance Gods. God 3: Bridge the gap between knowledge and practice. Measures emphasize
outcomes and the implementation of effective models.

Measure 1. FY 2000 preliminary goalsfor the 15 funded projects, includea 5% reduction in
30 day substance userelative to that of the control/comparison groups.

Rationde: Prior research has demondtrated that improving school bonding and academic performance,
improving family bonding and functioning, and improving individud life skills can serve as protective
factorsto prevent youth abuse of substances. Thisinitiative targets collection of individua datafrom
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trestment and comparison groups to determine the success of the interventionsin positively affecting
these aress.

Data Source and Vdlidity of Data: The program steering committee, composed of grantee members,
has identified standard core measures incorporating questions from the SAMHSA core client tool and
the National Y outh Survey (NYS) to be used across dl stes. The NY Sisavdidated instrument
widdy used in the fiedld. The SAMHSA core dient tool uses items from nationdly known standardized
indruments.

Basdine Basdine data collection is being administered in the Spring and Summer of FY 1999.
Basdine andyses and the first point of interim data collection will be completed in FY 2000.
Target: For FY 2001, the target is a 10% reduction in 30 day substance use relative to that of the
comparison/control group.

Progress Update: These measures were piloted in March of FY 1999. Basdline data collection is being
administered in the Spring and Summer of FY 1999. There will be aleast 3 additiond data collection
pointsin al completed cohorts. All find datawill be available in the Fal of FY 2002.

Measure 2: By theend of FY 2000, 50% of the sites can be identified as promising programs
for replication.

Rationde: In addition to providing findings on effectiveness, it is expected that these sudies will
produce replicable models that can be disseminated to state and loca communities interested in
implementing effective mentoring/advocacy programs.

Data Source and Vdidity of Data: PY C Instrument: The Mentor/Mentee Alliance scaleis being
considered for determining the cohesiveness of the relationship. It is expected that other outcome and
process data (particularly the dosage instrument which looks at time spent in various activities with the
mentor) will dso assis in determining the quadlity of individud relationships, aswell as providing
information on the overdl effectiveness of the individud Stes as replication candidates. Reiability range
from .90 - .52.

Basdine: 0 sStesidentified.

Target: By theend of FY 2001, 60% of steswill be able to document models that are determined to
be both effective and replicable.

Progress Update: All stes arein the process of preparing to implement and administer basdline data
collection activities. The viability of the mentor/mentee relationship is an important aspect of replicating
individud projects. The grantees have formed aworkgroup to investigate that relationship from the
standpoint of both the youth and the adult, as well as the youth’s cgpacity to form relaionships with
adults. By the end of FY 2000, there should be data available to determine whether the programs are
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showing promise for replication; and by the end of FY 2001, it should be clear which programs are
definitely candidates for replication.
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2.15 Program Title: Cooperative Agreementsfor Public/Private Sector Workplace Models
and Strategiesfor the Incorporation of Substance Abuse Prevention and Early I ntervention
Initiativesinto Managed Care (Workplace Managed Care) Interim Report

Performance Goals
Goal 3: Bridge the gap between knowledge
and practice

Actual Performance

1: Reach agreement in FY 1999 on core process
and outcome measures for cross Ste andysis.

FY 00 and FY OL: N.A.

(Met and dropped in
FY99)
FY 99: All Stes(9)

FY00 and FYOL: One
time, FY 99 target.

FY 99: Met (All sites
reached consensus)
FY 98 Basdine: No Stes

2: Hedlth care utilization will increase as
defined by pre-post datain prospective studies

FY 0L All sites (9)

FY 00: Not applicable;
one-time reporting.
FY 99: N.A.

FY 0L TBR 10/01

See GPRA plan for
interim information.

FY 00: TBR 10/00 (See
GPRA plan for interim
informeation)

FY 99 Badine
Outpatient Hedlthcare
Utilization:

-Dayswith Emergency
Room Service 1.1t0 .03
for 5 of 9 grants

-Days with urgent
lemergency care service
0-1for 1 of 9 grants;
-Dayswithout patient
srvice7-1for6of 9
grants.

Inpatient Hedlth Care
Utilization:

-Number of inpatient
admissons 1-.01 for 6 of
9 grants

-Averagetota of
inpatient stay 3-.04 for 5
of 9 grants.

1997:$4,500,000
1998: $4,594,000
1999: $4,672,000
2000: $ 3,000,00
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2.15.1 Program Description, Context, and Summary of Performance

The god of the program is to determine which public/private sector workplace managed care substance
abuse prevention and early intervention programs are the most effective in reducing the incidence and
prevalence of substance abuse and to disseminate these findings.  The objectives are: (1) to determine
the nature (e.g. structure, organization, function, etc.) of workplace managed care (WMC) programs
utilizing substance abuse prevention and early intervention efforts; and (2) to provide a detailed
description of the WMC programs, assess their strengths and weaknesses and their impact on the
substance abuse of employees and their families (e.g. covered lives); and assess the quality and delivery
of substance abuse prevention and early intervention.  Study questions include:

C Do substance abuse prevention and early intervention strategies and programs, applied within
various managed care models, prevent and/or reduce substance abuse for covered lives
(employees and their families) over time?

C Does the prevalence or incidence of substance abuse differ among substance abuse prevention
and early intervention models of managed care?

2.15.2 Goal-by-Goal Presentation of Performance

Performance Goals. God 3: Bridge the gap between knowledge and practice. Measures emphasize
measures development and hedth care utilization.

Measure 1: CSAP and the 9 funded cooper ative agreements will agree to cor e process and
outcome measuresfor the cross-site analysis ( FY 1999 tar get).

Rationde: One of the goals of the WMC program isto complete a cross-site analys's of the funded
cooperative agreements and to be able to study findings across the Sites.

Data Source and Validity: WMC uses only secondary data from CSAP records, grant reports and the
WMC cross-site data base. No primary data are to be collected. Data definitions and sources were
achieved through grantee consensus based on data dready available at Sites.

Basdine: FY 1998, no consensus at program start across stes.

Target: Not applicable, one-time target met.

Progress Update: Consensus has been reached by 100% of the sites and CSAP on process and
outcome Cross-site measures.
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Measure 2: Health Care Utilization will increase as defined by pre- post data from
prospective studies.

Rationde: Research indicates that there are anumber of important intervening and outcome variables
available in hedlth clams records that provide an empirica basis for sudying the success of substance
abuse prevention and early intervention programs in workplace managed care settings. In order to
asess the success of the study, basdline data (or pre-intervention)will be collected prior to any
intervention being given to the study group. Additiondly, data at the conclusion of the study (post-
intervention) will be collected. In this fashion, the significance of the intervention can be determined.
Intervening variables such as age, sex, and maritd satus are important to interpreting the outcome
findings. Utilization and cost of emergency room sarvices, utilization and cost of urgent/emergency care
services, utilization and cost of outpatient services; utilization and cost of inpatient services; utilization
and cost of substance abuse services and related medical conditions; utilization and cost of mental
hedlth services, have been shown to be good predictors of the success of substance abuse
prevention/early intervention programs.

To build the hedth care utilization indicators, variablesincluding relaionship to subscriber, plan
enrollment and termination dates, location of service, cost of service, and ICD-9 diagnosis codes will
be used across the nine cooperative agreement sites. Financial outcome data have been shown to be
good predictors of the success of substance abuse prevention/early intervention programs and are in the
process of being defined.

Data Source and Validity: Cross-Site database of secondary data from grantee records. 1CD codes
are commonly used for these types of data The WMC Cross-Site Eva uation Team finished working
with each of the study sites to prepare files of the data to confirm the availability of the data and the
accuracy and reiability of the data merge process and data transfer protocols

Basdine: FY 1998 reaults of basdine analyses are presented below

Target: FY 2000 Hedlth Care Utilization will increase as defined by pre- post data from prospective
studies.

Progress Update: The Steering Committee has agreed upon the ICD-9 codes to be collected.
Consequently, grantees began to collect the gppropriate medicd utilization codesin April 1999. Data
will be andyzed once the intervention is completed and should be available by the end of FY 2000.
Some preliminary evidence includes:

C G-4 has collected workers' s compensation claims, health care costs at 14 sites for 1996-1997
for more than 1,300 employees indicating combined number of clams of 287 with arange of O
- 35.1% filing for the two years combined and healthcare costs of $708,053 for these claims.
It built a retrospective database for 96 variables including drug testing and is completing its
andyss.
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G-8 has completed creating its alcohol abuse prevention web site to assess employee srisk for

acohol abuse/dependence which is designed as a prospective intervention; and andyzed
retrospective hedth care utilization data. They found for 1997 there were 28,765 covered lives
with a prevaence of .118% having substance abuse treatment needs. Preliminary analys's of
OSHA 200 logs suggest 7.5% of the cases are a cohol-related.

The following GPRA basdline data report has been compiled from dl of the 9 WMC Cooperative
Agreement “GPRA BASELINE REPORTING” data reports for one quarter of data from each.
Additiona information may be found in the Appendix.B.4.

Outpatient Health Care Utilization Baseline Subscriber Data

Per cent of Mean number of
Subscribersw/ at | Dayson which a Mean Total
least one day of service was Cost of services
Outpatient Measure service provided provided
aysw/ Emergency Room Services:
Ovedl 10% - 2.54% 1.1t0.03 $485 - $11.14
for 5 of 9 grants for 5 of 9 grants for 5 of 9 grants
Related to Substance 0-.1% 0-1 $188-0
Abuse for 5 of 9 grants for 5 of 9 grants for 5 of 9 grants
PDaysw/ Urgent/Emergent Care Services.
Ovedl 5% 1 $55.55
for 1 of 9 grants for 1 of 9 grants for 1 of 9 grants
Related to Substance 0 0
Abuse 0
Paysw/ Outpatient Services:
Ovedl 99.53%-514% |7-1 $916 - $102
for 6 of 9 grants for 6 of 9 grants for 6 of 9 grants
Related to Substance 46-0 1-0 $309 - $.42
Abuse focoafogants  lfor80f0gants  Lior D of O gragis )

Definitionsto Use:
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Subscriber = the employee
Mean Days = mean number of days on which a service was provided across subscribers

Mean Cost = mean total paid amount for service provided across subscribers
Percent = percent of total subscribers with at least one instance of the service
2.16 Program Title: National Clearinghousefor Alcohol and Drug Information (NCADI)
Annual Report of Ongoing Program

Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap ence
between knowledge and
acaciice
1. Increase number of FY 01: 260% increase over FY 01: TBR 10/02 B69
information requests basdine (was 20%0)
FY 00: 245% increese over FY 00: TBR 10/01
basdine (was 15%)
FY 99: 5% increase over basdine FY 99: 135 percent increase
(targets have been revised over basdine.
upward) 40,285 requestsmonth ( 59
percent of inquiries are made
by phone; 3 percent by mail; 30
percent by email; and 2
percent by fax/in-person)
FY 98: 43 percent increase
25,289 requests'month
(Telephone: 14,437/month,
Mail: 2887, E-mail: 6810,
PREVLINE: 1155)
FY 97 Basdine
17,600 requestsmonth
(Telephone: 13,750 requests per
mo., mail: 2,750 requests per
mo.; PREVLINE: 1,100 requests
per month.)
2. Maintain customer FY 01: 85%* FY OL: Target exceeded in FY B69
satisfaction (Note: 1999 98.
Measure 2 was dropped in the FY 00: 85%6* FY 00: TBR 10/01
FY 2000/Revised FY 1999 plan.) FY 99: 85% FY 99: Exceaded 90%
FY 98:Excesded 90%
*The new OM B-approved FY 97 Basdine 85%
customer satisfaction survey will
be used for thefirgt timein FY 00,
whichiswhy the target remains at
85% until anew basdineis
established.
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Total Funding: 1998: $9,162,000
1999: $2,023,000
2000: $4,729,000

2001 Reg:  $7,000,000

2.16.1 Program Description, Context, and Summary of Performance

The god of this program is to increase substance abuse and menta health public information
dissemination activities. This program distributes SAMHSA/CSAP/CSAT, NIAAA, NIDA,
Department of Education, ONDCP, and other organizational print and audiovisua resourcesto the
prevention, intervention, and treatment field. NCADI is responding to the demand generated by the
ONDCP Nationd Y outh Anti-Drug Media Campaign, which has stimulated just over twice the leve of
demand as compared to last year. Also, NCADI hasimplemented call center operations 24 hours a
day, 7 days aweek, to serve the ONDCP media campaign as well as various CSAP public education
campaigns, and has taken on respongbility for CSAT’s Nationd Treatment Helpline.

If funds are gppropriated in FY 2000 and 2001 to support the Dissemination Initiative for Effective
High Risk Y outh Modds, then NCADI will expand its involvement in promoting and disseminating
these publications as well as assist in targeted outreach to nationd intermediary organizationsto garner
support for and adoption of the effective high risk youth models by their members. Exigting
performance measures used for dissemination and outreach will be applied or tailored, as appropriate,
to these activities.

NCADI has surpassed dl of its targets for increasing the number of information requests received by
telephone, mail, email and viaprevline. The 90% customer satisfaction rating reflects an increase of 5%
over the FY 1997 basdline.

2.16.2 Goal-by-Goal Presentation

Performance Goals. God 3: Bridge the gap between knowledge and practice. Measures emphasize
increases in information dissemination and customer satisfaction.

Measure 1. By FY 2001, increase the number of information requestsreceived annually by
260% over the FY 1997 basdline

Rationde: The digtribution of SAMHSA/CSAP/CSAT, NIAAA, NIDA, Department of Education,
ONDCP, and other organizationa print and audiovisual resources to the prevention, intervention, and

trestment field is a Sandard measure for gauging the responsiveness to the public's need for information.

Items to be measured and reported include:
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C thefrequency of use of the following services of NCADI: telephone; mail; PREVLINE website
(www.hedlth.org); steff, walk-in visitors;

C related to the ONDCP media campaign in 1999-2000: Where did the requestor get the 800
number? When did the requestor see/hear the advertisement? |s the requestor getting materidsto
help talk with a child about substance abuse?

Data Source and Validity of Datas The NCADI contract has severd tracking systemsin place to
account for the processing of phone cdls, mail, email, saff requests, and vistors. Each of these
measuresis reported to CSAP on a monthly basis and includes analyses of trends over time.

Basdine: FY 1997, 17,600 requests'month -- telephone: 13,750 requests per month; mail: 2,750
requests per month; PREVLINE: 1,100 requests per month; staff, walk-in visitors: 733 requests per
month.

Target: FY 2000 target, 245 percent over FY 1997 basdline.

Progress Update: The current level of demand (as of October 1999) for NCADI services during a
typical month is reflected in the following profile: 33,316 requestsmonth; 59 percent of inquiries are
made by phone; 3 percent by mail; 30 percent by e-mail; and 2 percent by fax/in-person. The
ONDCP Nationd Y outh Anti-drug Media Campaign, which was launched July 9, 1998, has had a
sgnificant impact on the number of cadlsto NCADI. After thefirgt two weeks of the campaign, the
NCADI contract experienced a 121 percent increase in caller volume as aresult of the media
advertisng in 75 media markets. Higtorica records indicate that caler volume increases steadily each
year regardless of whether broad-based media efforts are implemented. These targets have been
revised upward due to NCADI’ s successin FY 98 and FY 99.

As of March 1999, ONDCP campaign’s media efforts has stimulated an enormous increase in demand
for substance abuse information. For example, in comparing 1997 and 1998 operating statistics, there
has been an increase from:

< 973 tons of substance abuse materials to 1,050 tons shipped to requesters in one year, a 8 percent
incresse.

< In 1997, there were 13.3 million hitsto PREVLINE, and in 1998, there were 34.5 million hitsto
PREVLINE, a159.4 percent increase.

The increase in dectronic communications with NCADI to request information has dramaticaly risen as
well. Thisincreased leve of contact volume as well as growing demand for print and audiovisud
resources is expected to continue to escalate dramaticaly as the ONDCP media campaign expands its
effortsin Phases 2 and 3 to reach a greater number of markets and audiences (with specid outreach in
different languages). Clearly, the Clearinghouse has exceeded its FY 1999 5% targeted increasein the
number of information requests received.
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Measure2: In FY 2001, customer satisfaction will remain high (at least 85%). (FY 2000 and
1999 tar gets: customer satisfaction will remain high at 85%).

Rationde: This measure offers direct feedback on the experience of customers trying to access and use
clearinghouse services and resources. New measures will be added as additiond services are
implemented.

Data Source and Vdidity of Data NCADI staff draws arandom quality control sample from
completed orders each month and customers are called on an ongoing bass during the following month.
A customer service satisfaction report is generated every 6 months and submitted to CSAP. There are
limitations to the data in that nonrespondents represent roughly 50% of the sample.

Basdline: In FY 1997, the customer satisfaction rate was 85 percent.
Target: InFY 2001, customer satisfaction will remain high (at least 85%).

Progress Update: FY 1999 customer satisfaction rates exceeded 90 percent. By FY 2000,
SAMHSA will have subgtantive quditative and quantitative data on the NCADI contract's
performance in areas such as customer service (e.g., courteous and timely response to requests),
marketing penetration of various products and services (e.g., audience impressions of radio and print
public service announcements), usage patterns of products and services (e.g., types of information
being downloaded from PREVLINE), and utility of products and services (eg., how wasthe
information used and wasiit asintended). Currently, the NCADI contract has traditional tracking
information (e.g., number of contacts, mode of contact, number of webste hits, number of publications
shipped, generd customer satisfaction assessments). While helpful to describe levels of activity for the
purpose of efficient resource alocation, the new NCADI contract has only recently received clearance
for its OMB package for its refined evauation efforts to use performance measures that more directly
impact Federa program directions and activities. The expanded basdline data generated in FY 2000
will drive development of the future performance measures. Because of the Census activity in early
2000, implementation of the survey will not take place until March 2000.
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2.17 Program Title: National Public Education Efforts (linked to Y SAPI) Interim Report

Performance Goals: Actual Performance
Goal 3: Bridge the gap
between knowledge and

aLaclico

1. Mediaplacements & media FY OL: minimum 100% over basdine FY 01: TBR 10/02
access FY 00: minimum 100%over besdine FY 00: TBR 10/01

FY 99: minimum 100% over basdine FY 99: More than 100%
over basdine

FY 98: Sgnificantly
more than 100% over
basdine

1997 Badine: 5- 15%
response rate to media
outreach efforts

$1,000,000
$6,300,000
$6,860,000
$6,860,000

2.17.1 Program Description, Context, and Summary of Performance

This program currently congsts of three national media campaigns at various implementation phases.
the “Redlity Check! Marijuana Campaign,” the “Girl Power! Campaign” and the “Positive Activities
Campaign.”

The “Redity Check” campaign is a multimedia campaign designed to prevent new use and reduce
exiging use of marijuanaamong 9- to 14-year olds. The Redlity Check campaign is currently
developing an array of tools and materids for avariety of users to enable them to address the problem
of marijuana and youth at the community level. The Internet is an important channe for marijuana
public education because of the need for ongoing environmenta scanning and rapid response to provide
facts and useful information and counter arguments to those that are widely promoted by the pro-
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marijuana community which is very active on the Internet. Project staff monitor pro-marijuana sitesto
stay abreast of the messages and activities being promoted.

For example, in the Spring of this year, amillion marijuana march by the pro-marijuana community, was
scheduled to take place in several mgor cities around the country. The purpose of the march wasto
promote decrimindization. Along with al the details about the march, were downloadable stickers
carrying the message “teach children that marijuanais medicing’. In response to this event, Redlity
Check project staff prepared a package of information, including talking points and facts about
marijuanato counter the March’'s promotional materid, aong with aletter that was sent to RADAR
Network Centers and CSAP s Centers for the Application of Prevention Technologies CAPTs. Redlity
Check informed them of the planned activities and helped them be prepared to in the event that the
planned pro-marijuana activities attracted media coverage. In asmilar fashion, during October, an FBI
Crime report was released about the number of arrests for marijuana use. Thiswas picked up by the
Marijuana Public Policy (MPP) a pro-marijuana group who put their own spin on it in accusing the
government of wasting money arresting people for marijuanause. To counter this spin, Redlity Check
gaff took the same information and in an article placed on the Redity Check website, discussed ways
to use the information with teens to discourage experimentation and use.

The Redlity Check Campaign website was redesigned to make the Site easier to navigate and more
user-friendly. The Site, located at www.hedlth.org/redlity offers a new "Redlity Bytes' section, which
provides quick questions and answers about the effects and consequences associated with marijuana
use. The ste dso added a"Newsroom," which features origind articles and links related to marijuana,
youth, and prevention issues. The Redlity Check Newsroom is congtantly updated in order to counter
the many mideading, inaccurate, and pro-marijuana messages that are too often presented as "news'.
Whenever marijuana makes the headlines, interested parties can go to the Redlity Check Newsroom
for the pro-hedth, anti-use angle.

In July, a conference of more than 5,000 editors, reporters, and media executives representing mgjor
ethnic groups was held in Seettle. The opportunity to interface and educate members of this sector was
saized by Redlity Check Staff who attended the conference, exhibited and participated in aworkshop
sponsored by ONDCP. Information and materias focusing on the marijuana problem was packaged
for easy use by journdists. Staff found many journdists expressed ambivaence about marijuana
education, many admitting past or current use. However, when presented with Redlity Checks dogan
“it’s not about you, no matter what you think about marijuana, don't you agree that youth should not
use or have access to marijuand’, their interest increased, particularly in possible story ideas and angles.

The “Girl Power!” campaign continues to build public-private partnerships a the nationd, Sate, and
locd levels to expand the reach of the campaign. To date, the number of Girl Power! stories, website
hits, and products distributed have reached amost 15 million. During September there were 1,499,731
hits, with an average of 49,991 hits per day. Viewing time averaged 7 minutes, 44 seconds. Three
hundred and fifty-five e-mails were directed to gpower@hedlth.org, and 248 Girl Speak entries were
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received. The most popular pages were the Girl Power! Homepage with 23,716 hits and the Order Girl
Power! Materids page with 23,106 hits.

New website features include the Nationd Library Card Sign-up Month and Get Back to School with
Girl Power! A link was created to the Nationa Ingtitute of Hedlth's Office of Science Education’s
“Women as Surgeons’ free video and poster site (www.hedlth.org/gpower/adults who carefindex.htm).
The*Your Time-- Their Future’” campaign emphasizes positive activities, and targets parents and care
givers of youth ages 7-14. The campaign is intended to encourage adults to become role models who
can guide young people. Since the launch of the Your Time--Their Future Public Education Campaign
in September 1998, the following performance has been achieved:

< Tedevidon PSAs—The 2,572 arings on 94 dations reached an estimated 375 million viewers and
attained a comparative advertising vaue of $1,203,900.

< Show A Child You Care — The North American Precis Syndicate reports that, snce May, this
camera-ready article was printed in 220 newspapers reaching over 9 million readersin 13 States.

< Product Digribution— More than 418,400 products were distributed through September 20, 1999.

< Web Site— Between November 1998 and October 1999, the average number of Web hits per day
increased from 1,860 to 3,508. In thefirst 13 months (through October 31, 1999), the Campaign
Website received 998,174 hits.

Long range indicators of success for Public Education in support of SAMHSA god 3 - bridge the gap
between research and practice

< Mediaaccess and placements have increased more than 100% over the FY 1997 basdline.

2.17.2 Goal-by-Goal Presentation of Performance

Performance Goals: God 3: Bridge the gap between knowledge and practice. Measures emphasize
increases in information dissemination.

Measure 1: In FY 2001, therewill remain a 100% increase in media placements and media
accessesto PREVLINE and the phone system over the FY 1997 baseline.

Rationde: An indicator for success of marketing effortsisto achieve ahigh leve of mass media
penetration. This activity is used to establish and sustain relationships with a broad range of media.
Regular communications with the mediaresults in a steady state of placements and access and a generd
awareness of SAMHSA/CSAP as a primary resource for information. When mediainterest in the
issues is high, the number of media contacts rises dramaticaly.
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Data Source and Vdlidity of Datac The NCADI contract has severd tracking systemsin place to
capture these data and report them to CSAP on amonthly basis. All customer satisfaction
questionnaires have been cleared by OMB.

Basdine: FY 1997 5 percent response rate to media outreach efforts.

Target: For FY 2000 and FY 2001, a minimum100% response rate over the 1997 baseline response
rate.

Progress Update: As acomponent of Y SAPI and as aresult of ONDCP s significant investment in

media approaches to prevention, CSAP does not anticipate a problem in achieving the Measure 1
target.
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2.18 Program Title: Centersfor the Application of Prevention Technologies (CAPT) Interim

Report

Performance Goals
Goal 3: Bridge the gap between
knowledage and practice

Actual Performance

1:(a)Increase the number of technica
assistance contact hours

(b)Increase the number of prevention
technologiesintroduced to dl SIGS &
their loca subrecipients.

FY 01: 30%

FY 00: 25% increase from
basdine

FY 99: N.A;; first included
in FY 2000 plan.

FY 01: TBA
FY 00: 25% incresse
FY 99: N.A.

FY 0L TBR 11/02
FY 00: TBR 11/01

FY 1999 Basdine

SIG 1831; Non-SIG 1607,
*Tota 3496 acrossa 12
month period

Fy 01: TBR 11/02

Fy 00: TBR 11/01

FY 99 Badine

SIG 4223; Non-SIG 3054,
*Totd 7367

2: Pagt month substance use will
decrease among youth 12-17 yearsold
(YSAP! messure)

FY 01: 15% decrease from
basdine

FY 00: 15% decrease from
1997 badine

FY 99: N.A;; fird included
in FY 2000 plan

FY 01: TBR 11/02
FY 00: TBR 11/01
FY 99: TBR 11/00
FY 98 Basdine: 9.9%

FY 97:11.4%
FY 96: 9%

1997:  $5,200,000
1998:  $6,410,000
1999:  $6,449,000
2000:  $6,449,000

2001 Reg:$16,000,00
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2.18.1 Program Description, Context, and Summary of Performance

The god of CAPTsisto help practitionersto “ Apply Prevention that Works’” by bridging the gep
between scientific development of prevention knowledge and effective application of that scientific
knowledge. CAPTSs seeks to increase the number of scientifically defensible programs, practices, and
policies adapted and sustained by the state incentive grantees and their loca subrecipients. This
program promotes avareness, understanding, implementation and evauation of ate of the art
prevention technologies through the establishment of six regiond centers. Since 1997, the CAPTs have
been rapidly transferring knowledge about effective science-based substance abuse prevention
drategies, programs, and policies to assst both large clients (States, US Territories, Tribes and
Jurisdictions) and smdl clients (communities, prevention organizations and providers) in implementing
effective prevention practices that meet state and local needs. Three core knowledge application
drategies tha the CAPTs have used are: 1) Establishment of a technical assistance network using locdl
experts for each region, 2) Skill development activities, and 3) Innovative use of communication media
(e.g., tleconferencing, online events, video conferencing, and World Wide Web-based decision
support with database transfer capabilities. During the past two years, the five regional CAPT Program
grantees (The Border CAPT for one year) have been engaged in many of these activities. For example
they have:

Provided CAPT training and technical support services in person or via el ectronic communication
to the 21 continuing SIG date systems, the 29 non-SIG states, and US Territories/durisdictionsin
the Pacific and Caribbean,

Delivered to the Office of Nationd Drug Control Policy (ONDCP)/ Office of Juvenile Justice and
Ddinquency Prevention (OJIDP) funded Drug-Free Communities Support Program (DFCSP)
grantees regiona training workshops and technica support;

Provided non-SIG States within each region prevention technology transfer support via
publications, training and technica support activities,

The CAPTswill pilot test dpha and beta versons of CSAP s Decison Support System for
Substance Abuse Prevention Science (DSSPSA)

CAPTs seeksto increase the number of scientificaly defensble programs, practices, and policies
adapted and sustained by the state incentive grantees and their local subrecipients. This program
promotes awareness, understanding, implementation and evauation of state of the art prevention
technol ogies through the establishment of six regiond centers.

The CAPT grantees have identified their process and outcome core measures to assess the training
and technica assistance needs of the prevention practitioners seeking assstance. The evauation
results of the National CAPT program (National CAPT Program means standard operating
procedures for al sx Regiona CAPT Centers) will indicate achievement of gods such as. increased
accessbility to an application of proven substance abuse prevention strategies; expanded State and
loca capacity in the substance abuse prevention knowledge application process; increased accessto
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and use of dectronic technologiesin the region; and established regiona capacity for ongoing
mentoring and coaching. The Nationd CAPT program aso expects to learn about the “ science and
art of knowledge application.” For example, which delivery methods are most effectivein helping
communities adopt and sustain the use of science-based prevention programs, practices, and policies?
What configurations of skill development and capacity-building activities produced the grestest
systems change?

C  FY 1998 basdine data for this program have just been collected. They show that, inanine
month period, the CAPTS provided to states atotal of 3257 hours of technical assstance and a
total of 5567 hours introducing new prevention technologies.

C 30day illegd drug use among youth ages 12-17 has decreased from 11.4% in FY 1997 t0 9.9%
in FY 1998 according to NHSDA.

(Thisdelay is dueto the lag time between CAPT awards and SIG grants and contracts to loca
subrecipients who are the primary recipients of the CAPT services)

2.18.2 Goal-by-Goal Presentation of Performance

Performance Goals. God 3: Bridge the gap between knowledge and practice. Measures
emphasi ze technical assistance, the introduction of new technologies, and decreased substance

use among youth.

Measure 1. By FY 2000, therewill be a 25% increasein (a) the number of technical
assistance contact hoursand (b) the number of prevention technologiesintroduced to all
SIGsand their local subrecipients.

Rationde: States require sound technical support to ensure that their selection of prevention drategies,
programs and policies (prevention technologies) are based on scientific evidence. These regiond
centers are designed to provide the necessary support in conjunction with CSAP, other HHS agencies
such as NIDA and NIAAA, and other departments such as Justice and Education. Theintentisto
increase the number of proven prevention technologies adopted at the community level; assess how
well the technology transfer activities were implemented; and provide ongoing technica ass stance and
capacity-building to these communities to ensure their successful adoption of prevention technologies.
The above measure will be refined for FY 2001 should funding extend beyond FY 2000.

Data Source and Vdidity of Datac CAPTs data are obtained based on information obtained in
identifying and responding to requests for training, etc. Thisis primarily information about needs and
how those needs can be efficiently met. Face vdidity islikely given the smplicity and direct nature of
the questions.
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Basdline: For FY 1998, recent establishment as both the State Incentive program and the CAPT
program had astart up in 1997.

Target: For FY 2000, 25% increase from basdine. For FY 2001, 30% increase from baseline.
Program Update: To ensure that the program needs of States and communities are met, the Nationa
CAPT program talorsits capacity-building services. From the individud leve through comprehensve
systemic change a the community/state/regiond leve, the Nationd CAPT program is committed to
working together with community and State organizations to design technical assstance and skill
development services that will Sgnificantly enhance their respective prevention systems as well asthe
overd| prevention infrastructure across the region. Due to the regiond nature of the CAPT grantees,
we expect that the close working relationships and responsiveness to their customers will result in the
targeted increases described in measure 1.

The mgority of the number of CAPT TA contectsis a the Statewide level. Thereis aso contact at
thelocal/ municipd levels and county levels. Through CSAP, the CAPTs have dso been collaborating
with other Federa agencies and National organizations. The collaboration between CSAP, ONDCP,
and OJIDP for the CAPTsto provide TA and Regiona Conferences to the Drug-Free Communities
Support Program Grantees is a key example of collaboration &t thisleve.

The CAPTs sarve an increasingly important and vitd intermediary functions for CSAP and other
agencies that build the bridge between prevention knowledge and scientifically sound practice.

Measure2: By FY 2001, past month substance use will decrease by 15% from the baseline
among youth ages 12-17 (Y SAPI measure).

Rationde: Comprehensive public education efforts can effect a change in the perception of
risk/harm and associated drug use by youth 12-17 years old.

Data Source and Vdidity of Data: NIDA Monitoring the Future National High School Survey
and SAMHSA Nationd Household Survey on Drug Abuse. These are national surveyswith
known and established rdigbility and vdidity.

Basdine FY 1997 basdineis 11.4%.
Target: For FY 2000 and FY 2001, 15% decrease from basdline.

Progress Update: To get research findings into practica use at the locd level, SAMHSA/CSAP

uses an integrated ddlivery gpproach (i.e., knowledge development, knowledge synthesis, knowledge
dissemination, knowledge gpplication). Initialy, new research information must be synthesized and
repackaged for different types of users eg., ranging from prevention professionas to community
activigts (eg. SAMHSA/CSAP s Nationd Center for the Advancement of Prevention). Information is
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then disseminated through multiple communication channds eg., print, radio, TV, Internet, exhibits, to
introduce it into the prevention field (SAMHSA’ s substance abuse and mental hedlth clearinghouses,
and media services). However, provision of information alone does not cause behaviora change. In
order to effectively bring about changes which will Sgnificantly enhance the ddlivery of substance abuse
prevention services a the local leve, the Nationd CAPT program’s knowledge application services
(i.e., applying prevention that works) complete the cycle. The CAPTs program is one of the
components of the integrated and simultaneoudy implemented Y SAPI components that together will
prove successful in achieving our target in Measure 2.

Mental Health Services

The misson of the Center for Menta Hedlth Services (CMHYS) is to improve the quaity and
availahility of menta hedth services. Working in partnership with governmental agencies a
Federd, State, and local levels, as well as professona and community based organizations,
CMHS activities are desgned to improve access and reduce barriers to high quaity services for
people with, or at risk for, mentd illnesses and disorders.

The following are just afew highlights of our programs successes.

< The Comprehensve Community Menta Hedlth Services for Children and Their Families Program
in 1999 served an estimated 15,600 children in increasing access to treetments and high quality
menta health services through community rather than in resdentid placements

< The Comprehensve Community Menta Hedth Services for Children and their Families findings
indicate that for children served by CMHS programs, the number of contacts with law enforcement
decreased, school grades improved, there were fewer school absences, their mental hedlth
improved, and the number of stable living arrangements increased.

< TheProjectsfor Assstance in Trangition for Homeless (PATH) program have been successful in
reaching persons who have the most serious impairments, for whom at least 59% had co-occurring
serious menta illnesses and substance abuse disorders, more than haf of whom were living in the
dreets, in shdters or in temporary housing and had been homeless for more than 30 days.
Programs reported in the GPRA report include:

God 1: Assure sarvices avallability
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2.19 Menta Hedlth Block Grant
2.20 Protection and Advocacy
221 PATH Homedess

God 2: Meet unmet and emerging needs
2.22 Children’ s Program

Goal 3: Bridge the gap between knowledge and practice
2.23 ACCESS Homeless

2.24 Employment Intervention

2.25 Knowledge Exchange Network

2.26 Community Action

A full ligting of CMHS programs and activitiesis as follows

Activity Table - Center for Mental Health Services
* An agterisk indicates that performance information is reported in the FY 2001 performance plan
and report. Activities not asterisked are time-limited activities that will be reported out
gpproximately one year following their completion. These activities are measured in a manner
amilar to other activities within their god area.

First Funded Completed First Reported

God 1: Assure sarvices avallability

MHBG Ongoing* (2.19)
P&A Ongoing* (2.20)
PATH Ongoing* (2.21)

God 2: Meet unmet and emerging needs
Children's MH Ongoing* (2.22)
God 3: Bridge the gap between knowledge and practice

ACCESS FY 1993 FY 1999 FY 2000*
Homel essness Prevention FY 1996 FY 1999 FY 2000
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Supported Housing FY 1997 FY 2000 FY 2001
HIV/AIDS Educstion | Ongoing Ongoing FY 2000
HIV/AIDS Services Demo FY 1994 FY 1998 FY 1999
AIDS High Risk FY 1997 FY 2001 FY 2002
Employment (EIDP) FY 1995 FY 2000 FY 2001*
Managed Care FY 1996 FY 1999 FY 2000
KEN FY 1995 Ongoing FY 1999*
Community Action | FY 1997 FY 1998 FY 1999*
Crimind Judtice FY 1997 FY 2000 FY 2001
Sarting Early/SS FY 1997 FY 2001 FY 2002
Consumer Services FY 1998 FY 2002 FY 2003
Elderly Primary Care FY 1998 FY 2002 FY 2002
Community Action |1 FY 1998 FY 1999 FY 2000
Women and Violence FY 1998 FY 2003 FY 2004
HIV/AIDS Outcome, Adherence FY 1998 FY 2002 FY 2003
HIV/AIDS Education I FY 1998 FY 2002 FY 2003
Native American Children FY 1998 FY 2001 FY 2003
New Activities
Consumer & Supporter TA Centers FY 1999 FY 2001
School-based Violence FY 1999 FY 2001

(Multi agency)
School-based Violence FY 1999 FY 2001

(Action Grants)
Alaska FY 1999 FY 2000
Community Action Phase | FY 1999 Ongoing
Homeless Families FY 1999 FY 2004
Family & Consumer Network FY 2000 Ongoing
HIV/AIDS Continuum of Care FY 2000 FY 2003
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2.19 Program Titlee. Community Mental Health Services Block Grant (Mental Health Block
Grants) Annual Report of Ongoing Program

Performance Goals Targets Actual Performance | Refer-
Goal 1- Assire services availability ence
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1. SAMHSA Core Measures B61

-Increase % of adults with serious mentad illness FY 01: TBD 3/01 FY 01: TBR 12/01
who are employed. FY 00: 17.5% FY 00: TBR 12/00

FY 99: Establish basdine FY 99: 17.3% Bas=*
Fy 01: TBD 3/01
-Increase % of adults with serious menta illness FY 00: 66.7% FY 01: TBR 12/01
who are living independently. FY 99: Edablish basdine | FY 00: TBR 12/00
FY 99: 66.5% Bas=*
Fy 01: TBD 3/01
FY 00: 5.3%

-Decrease % of adults with serious mentd illness FY 99: Edablishbasdine | FY 01: TBR 12/01
who have had contact with the crimind justice FY 00: TBR 12/00
system. Fy 01: TBD 3/01 FY 99; 5.4% Base*

FY 00: 65.8%
FY 99: Edablish Basdine

- Increase % of children with serious emotiona FY 01: TBR 12/01
disturbance who attend school regularly. Fy 01: TBD 3/01 FY 00: TBR 12/00

FY 00: 50.6% FY 99: 65.6% Base*
FY 99: Establish
basdine

-Increase % of children with serious emotiond FY 01: TBR 12/01
disurbance who resdein astable Fy 01 TBD 3/01 FY 00: TBR 12/00
environment FY 00: 14.2% FY 99: 50.4% Bas=*

FY 99: Est. Basdine

-Decrease % of children with serious emotiond FY 01: TBR 12/01
disturbance who have had contact with the FY 00: TBR 12/00
juvenilejudtice system. FY 99: 14.3% Bas*

2. Saeswill pilot performance indicators FY 01: Maintain FY 0L TBR 8/1/01 B61

FY 00: 16 States, 32 FY 00: TBR 8/1/00
indicators FY 99: 16 States, 32

FY 99: 16 States, 28 Indicators
indicators FY 98 Badine 5

States, 28 Indicators

Total Funding:

1997: $275,420,000
1998: $275,420,000
1999: $288,816,000
2000: $356,000,000
2001 Req:$416,000,000

* Basdlinesfor the six SAMHSA Outcome indicators were calculated by adding the numerators each state reported
for each indicator and finding an average, the same cd culation was meade for the denominetor. Once an average
numerator and denominator was derived for each indicator the baseline percent was ca culated.

2.19.1 Program Description, Content, and Summary of Performance

The god of the Community Menta Health Services Block Grant isto assst the 59 digible



and participating States and Territories in the planning and development of comprehensive
community-based systems of care that will move the locus of care for adults with serious mentd
illness (SM1) and children with serious emationd disturbance (SED) from costly and restrictive
inpatient hospital care to the community where they can receive the necessary trestment and
supports to live amore sdf-fulfilling and productive life. The menta hedlth block grant
(MHBG,) is an impetus in encouraging states to develop community-based systems of care that
can actudly move to serioudy reorganize and downsize the State psychiatric hospitds.

The Divison of State and Community Systems Development DSCSD asssts States in building
their community-based systems of care. State-of-the-art technical assistance and consultation to
State mentd hedth agencies and menta hedlth planning councils is provided through the

Nationa Technica Assstance Center for State Mentd Hedth Planning (NTAC) to help ensure
that best practices and up-to-date knowledge in menta hedlth are trandated into action at the
State and loca levels. During the first three years of NTAC, over 25 mgor publications were
developed, 18 States received on-dite technica assstance, and 13 regiona and national technical
assistance events were sponsored or co-sponsored by NTAC. According to a genera survey
conducted in the spring of 1998, technica assistance event satisfaction surveys, publication user
feedback and survey responses, and periodic products and services status reports, dl NTAC
products were rated as “useful” to “very useful,” (the highest rating). Feedback received on the
web Ste and on technicad assstance events also indicates ahigh leve of satisfaction with

NTAC products and services.

Set-aside monies have dso made a Sgnificant investment in the development of the States' data
infrastructure as they move toward the reporting of uniform outcome data. DSCSD and the State
Mental Hedlth Authorities through MHSIP (Mental Hedth Statistics Improvement Program)
grants have collaborated around the specification and adoption of data standards for statistica
systems. The managerid and research implications of MHSIP data emerge quite clearly when
uniformity in their content permits the data to be compared across a number of settings.

In 1999, CMHS published definitions of serious mentd illness (SMI) for adults and serious
emotiond disturbance (SED) for children which dlowed CMHS and dates to estimate the
prevaence rate of adults with SMI and children with SED by State. For the first time, there are
now prevaence rates by State for adults with SMI and thislaid the groundwork for the Five-State
Feashility Study, alandmark joint State-Federd initiative to compile Smilar

performance and outcome indicators on public mental hedth systems from multiple States.

The god development effort was to determine whether the States would be able to move toward
increased commondlity of reporting within and among States. The results of this feasibility study
clearly demongtrated the potentid for devel oping comparable measures across States and the
ability to report uniform data on a nationd basis. The Sixteen State Indicator Pilot Grants builds
on the work of the Five State Feasibility Study. The purpose of these grantsisto have the 16
States use common definitions in implementing al 32 performance indicators over the three year
grant period. In an effort to further promote the collection of data and the movement of States

119
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to performance indicators and outcome measures, DSCSD provided the Statesin its FY 1999
gpplication a menu of illugtrative performance indicators and outcome measures for States to use
in the development of their State menta hedlth plans. This menu was a precursor to the 28
indicators studied in the Five State Feasibility Study which were later refined by the Nationd
Association of State Menta Health Program Directors (NASMHPD) President’s Task Force on
Performance Indicators. In addition to the menu offered the States, the gpplication aso requests
the States to report on the sx SAMHSA core outcome measures.

With the focus on development of community-based systems of care, the expectation was that the
State hospitd infrastructure would undergo a significant redesign. From 1970 to 1994 the
number of State psychiatric hospital beds declined dramatical ly--a decrease of over 400%.
While downgzing of facilitiesis an important component of the processin moving the locus of
care, it is not as sgnificant as when the actud infrastructure changes occur, such as the closure

of hogpitals and the movement to the use of community facilities. So while the number of beds
decreased, the number of hospita closures from 1970 to 1990 was only 14 (277 to 263). Onthe
other hand, from 1990 to 1996 atotal of 34 State psychiatric hospitals were closed. Itis
anticipated that these kinds of movements will continue. States have reported that they are
continuing to further reorganize and downsize their systems and 116 of the 231 State psychiatric
hospitals over the next severd years will be affected.

The progress made in moving the locus of care is further demongtrated with the use of financid
data. InFY 1981, the heavy rdiance of States' use of State psychiatric hospitals is reflected by
the fact that 63% of the expenditures controlled by the State Mental Health Agencies were
dlocated to the State psychiatric hospitas, with only 33% of the total resources being used for
community-based services. By FY 1993, the expenditures of the community-based service
system had increased to 49%, the same amount as the State psychiatric hospitas. 1n 1997 State
spending for community-based servicesincreased to 56% of the State Mental Health Agency
budget while State psychiatric hospitd expenditures equaed only 41%. It is expected that this
trend will continue for States have indtituted a number of Strategies to continue the redlignment

of the infrastructure. For example, currently, 29 States have community-based gate keeping
systems in place that regulate access to the State psychiatric hospitas and in 13 States
community menta health programs receive financid incentives to reduce State psychidtric
hospitd utilization.

As States have grappled with the difficulties associated with such tremendous change in their
infrastructures and the corresponding shifts of resources, thereis till much work that needs to be
done to ensure that each State actualy develops a comprehensive community-based system of
care for adults with SMI and children with SED. From FY 1981 to FY 1997 State Mental Hedlth
Agency’ s budgets when adjusted for inflation actudly declined by 7.0%. Because of this decline
in the availability of resources, States have been unable to treat dl personsin need of care and do
not conduct aggressive outreach activities even though there is consderable evidence to
demondtrate that there are many persons in need of care who are not recelving it. Further, there



are serious gaps in service for those who arein treatment. For community-based systems to work
there must be an array of support servicesin place to help the person be able to function in the
community. Almost dl States are now chdlenged in filling gaps around the need for housing in
genera and gppropriate housing in particular; job and work opportunities for the targeted
population; and other support services that are not reimbursed or funded because they are not
consdered medically necessary.

While there has been consderable work in the collection of dataiit is necessary to continue
building data and other infrastructures that will combine the State Hospital system with the
community-based system and respond to the new challenge for accountability to demongtrate that
the systemsin place are efficient and effective. The 16-State Pilot Indicator Project and other
efforts are in place to move the States to a uniform nationa data system. It is Sgnificant that for
thefirg timethereis, through the 16 State Indicator Pilot Project comparable data available
across the 16 States, on the unduplicated count of people served in State Psychiatric Hospitals.
Neverthdess, currently there are only 27 States that have a system that will permit the tracking of
clients between the State hospita and the community for an unduplicated count. DSCSD is
committed to moving al States to the development of performance and outcome measures to
demondrate their efficiency and effectiveness. We do know that there is movement in this area
which will continue. For example 15 States use outcome measures in performance contracting,
17 States fund consumer initiatives to monitor satisfaction, and 22 States are involved in
developing amental health report card. 1t is clear however that work does need to continue, for
only three States are currently measuring the quadity of life of consumers.

Comments on Measures: Over the past severd years, DSCSD has collaborated with the States
in the development of performance indicators. Two Strategies have been pursued. First, a set of
measures was gpproved by OMB for implementation on a voluntary basis as part of the FY 1999
MHBG application package. Thefull array of performance indicators contained in the menta
hedlth block grant gpplication isincluded in Appendix B.5. The gpplication dso includes the six
SAMHSA core measures identified in measure #1 and supported as very important measures by
CMHS. Per OMB ingtructions, the States were requested, but not required, to report on their
ability to provide data on the sx SAMHSA Core outcome measures in their FY 1999
Implementation Reports that were due on December 1, 1999.

Second, more intensve work was initiated first with five Sates to tet the feasibility of 28
indicators, and later with 16 States to test and pilot the 32 NASMHPD indicators. Thiswork is
intended to expand the capacity of the States to report uniform data on Smilar performance
measures. Measure 2 reflects the implementation of this three year Performance Indicator

Pilot program to expand State infrastructure capacity.

Initid results are reported below on these two mgor srategies: the initid voluntary collection of
outcome data as part of the mental health block grant application, and thel6-State Performance
Indicator Pilot project.
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2.19.2 Goal-by-Goal Presentation of Performance

As previoudy indicated, per OMB ingtruction, the States were requested to voluntarily report on

the SAMHSA six core measuresin the FY 1999 Implementation Report. If they were unable to
provide actua data on the measures they were asked to comment on their ability/inability to do

so inthe future. Twenty-seven States, or 54% did not report on the core measures or were unable to
provide dataon them. A tota of 46% (23) of the States provided data on one or more of the core
measures. Three of the States, or 6%, reported on all 6 of the core measures, however only 16% of
the States were able to report on 4 or more of them. The largest number of States (9) reported data on
two of the Sx core measures. The following chart indicates the number of States reporting on each
measure and the basdine that was devel oped from the submitted data.

Performance Goas. Performance gods for this program address God 1 * Assure services avallability.”
Mesasures focus on two mgor dimengons of this god: improving service outcomes and improving the
ability of states to measure systems performance.

Measurel: CoreMeasuresfor Adultsand Children:

Adults

Increase the percent of adultswith SM1 who are employed.

Increase the per cent of adultswith SM1 living independently

Decr ease the per cent of adultswith SM1 who have had contact with the criminal justice
system.

Children

Increasethe percent of children with SED who attend school regularly.

I ncrease the per cent of children with SED who residein a stable environment.
Decrease the per cent of children with SED who have had contact with the
juvenilejustice system.

Rationde: These outcome measures are critical to reflect the community adjustment of adults with
serious mentd illness and children with serious emaotiond disturbance. They are dso core outcome
measures for SAMHSA’ s discretionary programs. These measures help to measure some important

aspects of program performance.

Data Source and Validity of Data: The data sourceisthe FY 1999 Implementation Reports submitted
to CMHS on December 1, 1999. The States vary in their data collection capability so many States,
which would like to report the data did not do so because they lack the necessary infrastructure to
generate the data. Further, because the reporting of the datais voluntary, many States chose not to
respond as indicated in the table below. Since the current gpplication will remain voluntary until the
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year 2001 it is very likely that many States will continue to not respond and if they responded for FY
1999 there is no guarantee or requirement that they will provide datafor FY 2000 or beyond. The
voluntary application package aso did not permit any specificity as to what was to be measured so the
States are interpreting the SAMHSA Core measures using their own definitions and in some cases are
using proxy measures in place of the core measures. All of these circumstances contribute to the
concluson that minima datawill be collected from the States and what is collected will not be uniform.
Further, there is no guarantee that the datawill be consstent or reliable. While the basdineisan
average of what the States submitted, there is sgnificant variation among the States in the data reported
as can be seen in the following table.

Variation Among the Data Reported

Children’s Measures

Performance Indicator Lowest State  Highest State
Children with SED who attend school regularly 17% 90%
Children with SED who reside in a stable environment 28% 82%
Children with SED who have had contact with the juvenile judtice system 1% 48%

Adult Measures

Performance Indicator Lowest State  Highest State
Adults with SMI who are employed 8% 45%
Adultswith SMI who are living independently 17% 88%

Adults with SMI who have had contact with the crimind justice system. 8% 13%

The cause of this variaion is unclear, however, it islikely to be rdated to the fact that the
voluntary gpplication did not permit theincluson of uniform or standardized definitions of what
was to be measured so each State is using their own definition.

Basdine From FY 1999 State Implementation Reports:

Children’s Measures

Performance Indicator States Reporting  Basdline
Children with SED who attend school regularly 9 65.6%
Children with SED who reside in a stable environment 6 50.4%
Children with SED who have had contact with the juvenile justice system 11 14.3%

Adult Measures

Performance Indicator States Reporting Basdline
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Adults with SMI who are employed 17 17.3%
Adultswith SMI who are living independently 16 66.5%
Adults with SMI who have had contact with the crimina justice system 11 5.4%

As reported above, the indicator most frequently reported by the States was adult employment
with 17 States supplying data. Theindicator least likely to be reported, with 6 States responding,
was children living in astable environment. Overdl, the response rate regarding the voluntary
request for this datais extremey low and the basdline for the 6 indicatorsin fact reflects arange
of only 12% to 34% of the States.

Target: Seetable 2.19 for the multiple listing of targets.

Progress Update: Twenty-three States reported data on one or more of the six core outcome measures
intheir FY 1999 Implementation Reports. A FY 1999 baseline for each of the 6 core measures was
calculated using the States' data and a reasonable target devel oped for FY 2000.

Measure2: Stateswill pilot performanceindicatorsbetween FY 1998 - FY 2001.

Rationde Inthe FY 1999 pilot, sixteen states began piloting 32 performance measures State wide.
By theend of FY 2001, this pilot work will be completed. The Sixteen State Indicator Pilot Grants
build on the work of the Five State Feasibility Study which identified 28 performance measures. The
28 measures were later refined by NASMHPD into 32.

Data Source and Vdidity of Data: The Five State Feasibility Study documented the feasibility of piloting
acommon set of performance indicators using common definitions in a comparable way across States.
The purpose of the pilot project isto work further with the performance indicators and assess the
vaidity of the data collected as the performance measures are implemented.

Basdine Basdine performance datafor the 16 states on dl of the indicators will be available in FY
2002. Targetswill be developed once baseline data are available.

Target: FY 2000 and FY 2001, 16 States, 32 indicators.

Progress Update: CMHS awarded State Indicator Pilot grants tol6 State Mentd Hedlth Authoritiesin
the FY 1999 fiscd year. These State grant projects were funded for athree year period and are
focusing on the piloting of 32 performance indicators that were recommended in the 1997 CMHS Five
State Feasibility Study and the 1999 NASMHPD Framework of Mental Health Performance
Indicators. It isexpected that States will be able to implement these selected indicators on a Statewide
basis by the end of the grant period.
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The 16 grantee States have been mesting regularly, and data collection for 9 indicators has been
initisted. These 9 include the previoudy mentioned penetration/utilization rates for hospitadization, level
of functioning and symptoms, use of assertive community trestment services, use of supported
employment services, and use of atypical medications.

InYear 2 of the project, additiona performance indicators will betested. A subset will be further
developed, and six indicators will be worked on in coordination with a State outcomes initiative being
undertaken by the National Association of State Mental Health Program Directors (NASMHPD).

Inthe FY 1998 Rilot, sixteen States began piloting the 32 Nationa Association of Mental Hedlth
Program Directors (NASMHPD) Framework of Mental Hedlth Performance Indicators. It is
expected that these States will be able to implement these sdlected indicators on a Statewide
basis by the end of the three year grant period. To report information a nationa and uniform
bassit isimportant to report on common indicators across systems to determine comparability
Therefore, amgjor activity of the 16 State Indicator Pilot Project isfor the States to develop and
agree to comparable definitions in the proposed data collection activities of this project. Thefirst
area Hected for development of comparable definitions was penetration/utilization rates for
State hospitd inpatient services. State psychiatric hospitals as the traditiond locus of care tend
to be more sophisticated regarding their data collection efforts. In addition, hospital data can be
very informative regarding utilization patterns and whether States are in fact shifting the locus of
care from the hospitd to the community.

The following represents actua uniform data reported for the 16 State Indicator Filot Granteesin
hospital penetration rates.

HOSPITAL PENETRATION RATES

Unduplicated Count

Of People Served in Total People Served per
State State Psychiatric Hospitds State Population 100,000 Population
#
Arizona 572 4,554,966 13
Colorado 4,316 3,892,644 111
Connecticut 2,352 3,269,858 72
D.C. 2,706 528,964 512
lllinois 7,294 11,895,849 61
Indiana 2,498 5,864,108 43
Missouri 7,799 5,402,058 144
New York 13,726 18,137,226 76

Oklahoma 3,158 3,317,091 95
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Rhode Idand 165 987,429 17
South Cardlina 7,741 3,760,181 206

Texas 13,102 19,439,337 67
Utah 751 2,059,148 36
Virgnia 7,950 6,733,996 118

Vermont 324 588,978 55
Washington 3,701 5,610362 66

Penetration/utilization rates provide a basic and powerful measure of the amount of accessto
carein ageographicd region. Thisindicator of accessto care is produced by directly measuring
the number of duplicated people who use specified servicesin an areg, and comparing this
utilization to the size of the population as awhole (also used in comparisons by age, gender, and
race/ethnic groups). It should be noted that State psychiatric hospitals do not represent the
totaity of inpatient psychiatric care that is available to peoplein need. In many States, the State
mental hedlth authority contracts directly for inpatient care through other facilities, such as
generd hospitas, private psychiatric hospitals, and veterans hospitals, among others. In order to
obtain afuller profile of behaviord hedth care penetration/utilization rates, unduplicated
utilization of these service sectorsis being addressed at thistime. The measurement of
penetration/utilization rates aso will be expanded in the next year to include community-

based programs.

Data has aso been collected for nine of the sixteen States in the area of consumer satisfaction which is
presented in the table below. The mgor god of mental hedth servicesisto achieve positive outcomes
for consumers. While improvement can be measured through the use of dinicd instruments it is critica
to assess outcomes from the perspective of the consumer. The datain the following table represent
survey results from the use of consumer surveysin 9 of the 16 State Mental Hedth Agencies (SMHA)
participating in the 16 State Pilot Project. As such, they represent areflection of the consumer point of
view with respect to care. Onething to be noted in the table, isthat the key dimensions of qudity are
covered: including accessto care, gppropriateness/quality of care, outcomes of care and participation in
the planning of care. It isclear tha variability exists among States in how consumers perceive the care
ddlivered to them. Such data can be very useful in identifying situations where further sudy is needed
and assg in identifying variables that to determine why perceptions differ. States are not identified in
thisinitid reporting of results because sufficient andlyss of the reasons for variahility in results has not
yet occurred.

Mental Health Statistics |mprovement Program

CONSUMER SURVEY-ADULT OUTPATIENTS

State N Percent of Percent of Percent of Consumers Percent of
Consumers Consumers Reporting Positive Consumers
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Agresing Access Agresing with Trestment Outcomes Reporting
was Appropriate | Appropriateness/Q Participation in
udity Items Treatment
Panning
1 1167 68.3% 73.8% 57.3%
2 1200 78.2% 75.7% 66.2% 64.5%
3 245 74.7% 79.7% 73.0% 55.4%
4 288 83.3% 79.7% 79.1%
5 562 91.8% 93.0% 72.0%
6 719 91.1% 88.3% 70.2% 74.5%
7 306 76.5% 73.4% 60.7%
8 2204 85.4% 83.2% 73.4%
9 1170 74.3% 72.6%
Overdl Mean 78.7% 79.4% 66.1% 69.1%
Confidence 77.9% - 795% 78.9% - 80.4% 64.8%-674%| 67.9%-704%
Interval

State 1 —Medicaid Managed-Care regiona authorities conducted mail survey
State 2— SMHA conducted survey of satewide sample- mail and consumer-administered
State 3— SMHA conducted consumer-administered survey at 3 Sites
State 4 — SMHA surveyed dl consumers presenting for services during aone week period & one site. Staff handed
out survey, drop boxesin waiting area.
State 5— SMHA surveyed dl consumers presenting for services during a one week period. Staff
handed out survey, return mail.
State 6 — SMHA surveyed dl consumers presenting for services during aone week period. Staff
handed out survey, drop boxesin waiting area.
State 7— SMHA conducted mail survey of random sample
State 8 — SMHA surveyed dl consumers presenting for services during aone week period. Staff
handed out survey, drop boxesin waiting area. State 9 SMHA conducted statewide mail survey of dl Medicaid
consumers

2.20 Program Title: Protection and Advocacy for Individualswith Mental 1liness (PAIMI)
(Services Formula Grants) Annual Report of Ongoing Program

Performance Goals Targets Actual Performance Refer-
Goal 1- Asglre services availability oence
1. Increase the number of complaints of Fy 01: 11,100 FY 0L TBR 3/02 B52
abuse that will be addressed. FY 00: 9650 FY 00: TBR 3/01
FY 99: 9000 FY 99: TBR 3/00
(FY 00 target revised FY 98: 8,687
upward) FY 97 Badine 8,360
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2. Maintain the number attending FY 01: 320,000 (Was FY 01: TBR 3/01 B52
education, training, public avareness 200,000)
activities FY 00: 290,000 (Was FY 00: TBR 3/00
160,000)
FY 99: 260,000 FY 99: TBR 3/00
(FY 00 and FY FY 98: 230,343
OlTarget revised FY 97 Badine: 150,916
upward)
3. Maintain % of priorities and goasthat FY 01: Maintain & 85% FY 0L TBR 3/02 B452
were achieved or made subgtantial FY 00: Increase to 85% FY 00: TBR 3/01
progress FY 99: Maintain a& 70% FY 99: TBR 3/00
(Target revised upward) FY 98 83%
FY 97 Badine 70%
4. Increase substantiated incidents of FY 01: TBD 3/01 FY 01: TBR 3/02 B52
abuse, neglect or rights violations reported Fy 00: TBD 3/01 FY 00: TBR 3/01
to State P& A systemswhich are favorably FY 99: N.A. FY 99: Basdine TBR

resolved. [note: changein language, see
narretivel

3/00

Total Funding: (N.A.)

2001: Reg. $ 25,903, 000
2000: $24,903,000
1999: $22,949,000
1998: $21,957,000
1997: $21,957,000

2.20.1 Program Description Context and Summary of Performance

The Protection and Advocacy for Individuas with Mentd [lIness (PAIMI) Act of 1986 [42 U.S.C.
10801 et seq.] extended the protections of the Developmenta Disahilities and Bill of Rights Act (the
DD Act) by creating a program to ensure protection and advocacy for individuas with mentd illness
who are at risk of abuse or neglect while receiving care or trestment in public and private resdentid
facilities, e.g., hospitd, foster home, group home, homeless shelter, prisorvjall, juvenile detention center,
nursing home, etc., and to enforce the Condtitution, Federal and State laws. The Center for Menta
Hedlth Services (CMHS) adminigters the PAIMI Program formula grant awards to the 50 States, the
Didgtrict of Columbia, and 5 Territories. These awards are based on per capitaincome and population.
The awards range from aminimum of $ 145,584 to the 5 Territories, to $2 million to Cdifornia, the
largest State. The PAIMI Funds are used by the protection and advocacy (P& A) system designated
by the Governor (Mayor in D.C.) for the following purposes:

To invedtigate incidents of abuse and neglect in public and private
resdential care and treatment facilities and to pursue administrative,
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legd (individua and class action litigation), systemic and legidative
activities, and other gppropriate remedies that will redress complaints
of abuse, neglect and rights violations on behdf of individuaswith
mentd illnessin resdentid fadilities.

Context: The desgnated system is responsible for determining those priority activities for which PAIMI
funds are expended. The State P& A systems funded by CMHS identify incidents of abuse, neglect and
rights violationsin public and private resdentid care treatment facilities and investigate these incidents.
State P& A systems dso develop and implement public education and training programs focused on
ensuring that the Congtitutiona, Federal and State rights of individuas with mentd illness are protected.

Summary of Performance: Each digible State P& A system that receives CMHS PAIMI grant fundsis
required to submit an annua program performance report (PPR) on or before January 1. This annud
report isasummary of the State P& A system’ s prriorities and activities for the previous year and by law
includes the following information: descriptions of State P& A system activities and Statements on the
PAIMI program priorities, objectives, accomplishments and expenditures for the previous fisca year.
FY 1999 PPR information from the States will be used to report FY 99 PAIMI performance
information. Examples of services provided by State P& A systemsin FY 1998 are highlighted in
Measure 1. The P&A systems have succeeded in expanding their servicesto clientsin FY’97 and * 98.
For example:

ClientsServed Complaints Addressed

15,658 23,356

15,898 25,527

Comments on Measures. PAIMI Program performance gods address God 1 - to assure the
avalability of services. Measures are focused on system productivity, the number of abuse complaints
addressed, and the number of individuds atending P& A system-sponsored activities. The number of
clients served was narrowed to focus on the number of abuse complaints addressed. These measures
were developed through an interagency effort [Administration on Developmenta Disabilities
(HHS/ADD), the Department of Education, Rehabilitation Services Adminigtration (RSA), and the
Center for Mental Health Services]. The measures are also used by ACF and RSA to administer their
respective protection and advocacy program activities. These PAIMI measures will dso be used in
subsequent years.  PAIMI data-sources for al measures are the Annual Program Performance Report
(PPR) and the Advisory Council (AC) Reports submitted by each of the 56 P& A systems, as required
by the PAIMI Act. The information provided in these annud reportsis generdly reliable. P&A system
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activity information for FY 1999 will not available until approximately 3/15/00 and FY 2000 until
3/15/01.

2.20.2 Goal by Goal Presentation of Performance

Performance Goals. This program addresses God-1, “ Assure Service Availability”.
Performance measures number served by P& A system sponsored  activities and the number of
complaints addressed.

Measure l: Increasethennumber of complaintsof abusethat will be addressed by State
PAIMI systems.

Rationde: Of the 25,527 abuse, neglect, and rights violation complaints addressed by the State P& A
programsin FY 98, the number of incidentsinvolving abuse increased to 8,687

(FY 97: 8,360). The mgority of these incidents involved failure to provide menta hedlth treatment
(25%), physical assault (12%), inappropriate or excessve restraint/seclusion (12%), failure to provide
medical treatment (10%), and inappropriate or excessve medication (11%). There were dso
numerous fatdities involving individuas with mentd illness who received care or trestment in a
resdentid facility at thetime. State P& A systems conducted investigations of these highly publicized
desths and issued findings which substantiated that residentid facility staff either used excessive physica
restraint or provided inadequate medica care.

Basdine FY 1997 basdine and targets is established at 8,360 incidents.

Data Source and Vdidity of Data. The information provided in these annua reportsis cross checked
for religbility during on-ste vigts to funded programs.

Target: For FY 2000, 9650 abuse complaints addressed. For FY 2001, 11,100 complaints
addressed.

Progress Update: Progress was made toward the FY 99 target.
Case examples of abuse complaints in which PAIMI intervention was required:

@ This State P& A system decreased incidents of abuse and neglect in a State residential
treatment facility through increased monitoring. The facility treated 35 boys and girls, aged 8-17 years,
from two contiguous States who were placed by their respective ates because of “trouble with the
law.” PAIMI gaff, while conducting an outreach visit at the facility, asked alittle girl about the
numerous scratches on her ams and legs. She said “they took me down.” The child explained that
facility staff “dammed” her againg the floor, againg the wall or againgt whatever object was nearby.
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Other children dso explained to PAIMI gtaff how the facility was managed. PAIMI staff conducted
training for facility staff on therights of resdents. However, the training was not well received by facility
gtaff who became upset, told PAIMI staff that “you can't take away our power,” and then disrupted
the training sesson. The children, when provided with patients' right training, thought the PAIMI staff
was joking as they thought they had no rights and that it was acceptable for facility staff to physicaly
punish them. PAIMI staff made numerous repest visits to interview the children who continued to relay
incidents of abusve trestment by facility saff.

The PAIMI gaff reported these findings to the State (which licensed the facility) Office of Children’'s
Services (OCYS), the children’s legd custodians. However, OCS made no effort to remedy the
gtuation, PAIMI staff requested that the State' s Department of Socid Services (DSS) investigate the
facility. The DSS investigation resulted in OCS remova of the children, placement in amore
gppropriate trestment setting, and termination of the facilities license to operate. Thisfacility no longer
exigs.

2 In one State, PAIMI Program staff investigations found an adolescent, an inpatient of an
adolescent psychiatric unit, who identified her rapist - a hospitd hedth ade. The case was
prosecuted and the aide sentenced to a correctiona facility. The State police investigation,
initiated after a PAIMI Program attorney reported the rape, led to three other femade
adolescents on this unit, whom the aide had aso sexudly assaulted. During the course of these
investigations, PAIMI staff ingsted that the Department of Mentad Hedlth (DMS), which funded
the hospitd’ s adolescent unit, increase its oversight of the facility and ensure that alegations of
assault on residents are reported and thoroughly investigated. DMS responded to the PAIMI
gtaff concerns by taking appropriate action.

3 The degth of a 16-year-old mae, under treatment in a private psychiatric hospita, led to a
PAIMI investigation and captured the attention of 60 Minutes, aCBS-TV news magazine,
which televised the incident in an April 1998 expose on abuses a private psychiatric hospitas
for children and adolescents. On March 4, 1998, a young man was admitted to the hospitd in
asevere date of depresson. After barricading himsdf in hisroom, six hospitd staff gained
entry, placed the youth in “thergpeutic’ holds, and prepared to carry him to a secluson room.
Staff covered the youth's face with atowel and a sheet because he spat at them. During his
transport to the seclusion room, the patient was held face down, with a staff person holding
each arm and leg while one staff person supported his head. When st&ff lifted the youth, he
stopped struggling and was heard to ate “you're choking me,” before becoming slent; he had
suffocated.

The P&A conducted an investigation which found numerous saff violations, such as, date
failure to monitor the patient throughout this redtrictive intervention process. The use of the
towd and the sheet may have contributed to his death. Subsequent investigation by the loca
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police department resulted in agrand jury indictment of one hospital employee. Six hospita
employees await a decison on whether they too will aso be indicted.

Measure 2. Increasethe number of individuals attending public education and/or
constituency training activities and public awar eness activities offered by the PAIMI
programs.

Rationde: Expanson of State P& A system outreach services, the provision of advocacy training to
individuas with mentd illness and their family members, and digtribution of generd information on
various topics, i.e,, disability rights, consumer self-advocacy, the PAIMI Act, and State P& A systems,
will increase public awvareness and generd understanding of the availability of P& A system servicesto
PAIMI digible individuds and ther family members. Information on P& A system activities for FY
1999 will be available by approximately 3/00, and FY 00 until 3/01.

Data Source and Vdidity of Data: The information provided in these annud reportsis cross checked
for rdiability during on Ste vigtsto funded programs.

Basdline: Established at 150,916 based on FY 1997 reporting.

Target: FY 2000, 290,000 attending education, training, public awareness activities. For 2001,
320,000.

Progress Update: The FY 1998 data showed a substantial progress toward the FY 1999 target. FY
1999 actud datawill be reported in 3/00. On the basis of data available ensuing targets have been
revised upward.

Measure 3. Increasethe percentage of prioritiesand goals assessed by the PAIMI Advisory
Council to have made substantial progress or to have been achieved.

Rationde: This measure provides an assessment of PAIMI program performance and accomplishment
of goas and objectivesin the 56 P& A systems- it isfocused on the core outcomes.

Data Source and Vdidity of Data: See “Comments on Measures’ Data source: Annua Program
Performance Reports (PPR) from the State P& A’s.

Basdine: Approximately 80 percent of the PAIMI priorities and gods were achieved or made
substantial progressin FY 1998 over the basdine set in FY 1997.

Target: FY 2000: Increase to 85%, FY 2001: Maintain at 85%, the % of priorities and goals that were
achieved or made substantia progress.
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Progress Update: FY 99 target was achieved in FY 98, therefore the basdline was increased to 85
percent for FY 2000.

Measure4. Increasethe substantiated incidents of abuse, neglect, or rightsviolations
reported to State P& A systemsthat are favorably resolved.

Rationde: This measure will assess the performance outcome of the State P& A systems' program
activities that focus on favorable resolution of complaints from individuas. PAIMI clients, due to their
individud Studtions, eg., incapacity, fataity, etc., are often unable to report these incidents. Family
members, lega guardians, conservators, anyone may report an incident to the State P& A system,
which will conduct an investigation to determine whether the aleged abusive incident is substantiated.

Data Source and Validity of Datac Annua Program Performance Reports (PPR) from the State
P&A’s.

Basdline: To be reported when datais collected.
Target: To be st after the basdline is determined, 3/2000.

Progress Update: After FY 1999 basdline datais available in 5/00, FY 2000 and FY 2001 targets will
be established.

2.21 Program Title: Projectsfor Assistance in Transtion from Homelessness (PATH)

Performance Goals Targets Actual Performance Refer-
Gaal 1- Asslire services availability once
1. Increasethe number of persons FY 01: 118,000 FY 01: TBR 6/03 B57
contacted. FY 00: 109,000 FY 00: TBR 6/02
FY 99: 102,000 * FY 99: TBR 6/01
FY 98: TBR 6/00
FY 97: 104,000
FY 96 Basdine: 105,00
2. Increase % of participating FY 01: Maintain at 80% FY FY 0L TBR6&/03 B57
agenciesthat offer outreach services 00: 80% FY 00: TBR 6/02
FY 99: 709%* FY 99: TBR 6/01
FY 98: TBR 6/00
FY 97: 8%

FY 96 Basdine: 84%
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3. Maintain % of persons contacted FY 01: Maintain at 33% FY FY 01: TBR 6/03 B57
who become enrolled dients at 33% or 00: 33% FY 00: TBR 6/02
gregter FY 99: 309 * FY 99: TBR 6/01

FY 98: TBR 6/00

FY 97: 41%

FY 96. Badine 41%

Total Funding: 1997:  $20,000,000
1998: $23,000,000
1999: $25,991,000
2000: $30,883,000
2001 Req: $35,883,000

*Note: See explanaion of FY 1999 performance on page 133.

2.21.1 Program Description, Content, and Summary of Performance

The Projects for Assstance in Trangtion for the Homeess (PATH) program isaformula grant to
States to provide services to homeless persons with serious mentd illness. The god of thisprogram is
to provide services that will enable persons who are homeless and have serious mentd illness to be
placed in gppropriate housing Stuations and to engage them with forma menta health treetment and
systems 0 as to improve their mental health functioning.

PATH programs have been successful in targeting assstance to persons who have the most serious
imparments. Among dl enrolled clients who received PATH servicesin 1997, 43% had schizophrenia
and other psychotic disorders. Another 35% had affective disorders, including severe depression and
bipolar disorder. At least 59% had co-occurring serious mentd illnesses and substance abuse
disorders. At the time of first contact with providers, 55% of dl dlientsliving in the Streets, in shelters
or in temporary housing had been homeess for more than 30 days. Despite the fact that they have
multiple and complex needs are difficult to reach, 41% of the homdessindividuas contacted through
PATH-funded outreach became enrolled.

2.21.2 Goal-by-Goal Presentation of Performance

Performance Gods. This program addresses Godl-1, “ Assure Service Availability”. Performance
measures numbers served by outreach activities and increasing the availability of outreach services.

Measurel: Increasethenumber of personscontacted

Rationae: The number of persons a PATH funded provider contacts is a measure of impact.

Data Source and Vdidity of Datac The qudlity of the data on the number of persons contacted varies.
A person contacted is someone, not necessarily a PATH client, who meets with a PATH funded staff

person providing outreach services. Some persons contacted are not willing to accept other services
during the reporting period; others are not digible, usualy because they do not have a serious menta
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illness. To improve the quality of the data, PATH has adopted quality control measures expected to
further improve data collection and reporting.

Basdline: Basdline: 105,000. See paragraph 2 of 2.1.1 in program description.
Target: Increase the persons contacted by: FY 00: 109,000, FY 01: 118,000.

Progress Update: The PATH program experienced a 32 percent decrease of funding from $29.6
million in FY 1995 to $20 million in FY 1996. Because most States award their annua PATH funds
late in the fiscd year, the FY 1996 budget decrease did not haveits full impact until 1997. The
proposed FY 2001 budget increase would enable PATH funded programs to contact 118,000
persons, 9,000 more than the estimate for FY 2001. Because the funding increase actudly reaches
programs late in each fiscd year, the effect of the FY 2001 budget increase will primarily impact
performance during FY 2002, which will be reported in FY 2003. Please note that annua targets or
performance datain the table refer to the impact during the fisca year following the gppropriation year
indicated in the chart.

Measure 2. Increasethe percentage of participating agencies offering outr each services

Rationde: Outreach isthe most frequently provided PATH-funded service. CMHS will encourage
Staesto increase their funding for outreach services. The strategy of using PATH funds to connect the
eligible population with existing, rather than additiona community resources, continues to be important.
The chdlenge for locad providers will be to maintain outreach services at close to current levels rather
than offer later stage services whose availability may have decreased as aresult of reduced resourcesin
afiliated non-PATH programs. A $35.9 million gppropriation will enable the percentage of
participating agencies offering outreach services to be maintained at the 80 percent levdl.

Basdine: 84 percent

Target: Increase the percentage of participating agencies offering outreach services, for FY 2000:
80%, for FY 2001: maintain at 80%.

Data Source and Vdidity of Datac The source of the information is data that States submit annudly to
CMHS. The sources of the State data are the local agencies that provide the services. In an effort to
ensure the quality of the data, CMHS identified local agencies that reported data outside expected
ranges, and based on discussions with these providers and their respective State PATH Contacts, has
improved the accuracy of the 1997 data. CMHS has developed additiona error checks and has
contacted States concerning the accuracy of data outside expected ranges. CMHS has aso issued
guidance to dl States and locdlities on data collection and has held a series of telephone conference
calswith locd providersto discuss key issues pertaining to the accuracy of PATH related data.
CMHS has aso monitored compliance with data collection through ste viststo local PATH funded
agencies.
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Progress Update: Because of the two year time lag in obtaining data that reflect any given gppropriation
year, FY 1999 performance data will become available in June 2001. FY 2000 datawill become
avalablein 2002. FY 2001 datawill become available in June 2003.

Measure 3. Increasethe percentage of persons contacted who become enrolled clients.

Rationde: Most loca PATH funded agencies provide outreach services. Infact, PATH funds are
often the only monies available to communities to support outreach to, and engagement of, clients and
thar trandtion to mainstream services. The process of outreach requires skill in gaining the trust of
persons who, in many cases, are reluctant to accept help.

However, not al persons contacted, even those willing to accept help, were digible for PATH-funded
sarvices. [In many cases, as mentioned above, it may have turned out that the person contacted, after
further assessment, did not have a serious mentd illness. In these cases, the person was asssted by the
PATH-funded agency, but through services funded by non-PATH sources, or was referred to another

agency.

A $30.9 million gppropriation in FY 2000 will enable PATH funded programs to enroll a least 33
percent, rather than the previous minimum of 30 percent, of persons contacted. However, as
previoudy explained the effects of program performance in FY 2001 will be most evident in FY 2001
program performance, not reported until 2002.

Data Source and Vdidity of Datac The sources of the data are States which receive these data from
local providers. As mentioned above, CMHS has introduced additiona error checks and will be
issuing new guidance to States expected to further upgrade the accuracy of the data.

Basdine: 36 percent, FY 1996
Target: For FY 2000: 33%, for FY 2001: Maintain at 33%.

Progress Update: In FY 1997, PATH providers successfully enrolled 41 percent of persons contacted
asclients. In most cases, they provided for, or arranged to meet immediate needs of clients, often
found temporary or longer term shelter and arranged for menta hedlth trestment.

Case Example: The effectiveness of PATH funded servicesis evident in the example of Karen, a
homeless person with serious depression, a panic disorder and a substance use disorder. Staff of the
local PATH funded provider helped her obtain shelter, menta hedlth trestment, legd aid, and socid
security benefits. After saverd months, Karen was living in a furnished apartment, taking prescribed
medication, and working full time.
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2.22 Program Title: Comprehensve Community Mental Health Servicesfor Children and
Their Families (Targeted Capacity Expansion) Annual Report of Ongoing Program

Performance Goals Targets Actual Performance Refer-
Goal 2: Meet emerging and unmet ence
needs
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1. Increese Interagency FY 01: Maintaina 10% FY 01: TBR 801 B49
collaboration: FY 00: Maintain a 10% FY 00: TBR 800
-Referrds from non-MH agencies FY 99: 10%increase FY 99: Referrds from non-
for MH sarviceswill incresse MH 80.1% (7.3% incresse)
FY 98: Referrds from non-
MH 79.7% (6% increase)
FY 97: Basdine 75%
FY 01: TBR 801
FY 00: TBR 800
-Referrds from juvenilejudtice FY 0L 20%increase FY 99: Referrdsfrom
programswill increase FY 00: Maintain & 12% juvenilejustice 22.5%
FY 99: 12%incresse (150% increess)
FY 98: Referrdsfrom
(FY 01 Target revised upward juvenilejudtice 18.2%
based on FY 98 performance) (102% increess)
FY 97 Basdine 9%
FY 01: TBR 801
FY 00: TBR 08/00
-Case records that reflect cross- FY 01 50% increase (Was 10%) FY 99: Cross-agency
agency trestment planning will FY 00: Maintain at 10% planning: 58% (45%
increase. FY 99: 10% increase increase
FY 98: Cross-agency
(FY 01 Target revised upweard planning: 48.9% (22%
based on FY 98 performance) incresse)
FY 97 Basdine 40%
2. Decrease Utilization of FY 01: 40% decrease (Was 20%) Fy 0L TBR 801 B49
inpatient/residentia treatment (avg FY 00: Maintain 20% decrease FY 00: TBR 8/00
daysin facility) FY 99 20% decrease FY 99: At 12 months, 144
days (44% reduction)
FY O1: Target revised upward FY 98: At 12 months, 143.3
based on FY 98 performance) days (45% reduction)

FY 97 Badine 265 days
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3. Children's outcomes: FY 01: 25% increase FY 01: TBR 801 B49
-Increase the percent of children FY 00: Maintain at 10% FY 00: TBR 800
attending school 75% or more of FY 99: 10% increase FY 99: 88.9% attending at
thetime 12 months (27% increese)
(FY 01 Target revised upward FY 98: 78.8% attending at
based on FY 99 performance) 12 months (12% incresss)
FY 97 Badine 70%
-Increase the percent of children FY 01: Maintain & 57% FY 01: TBR 801
with law enforcement contacts at
entry who have no law FY 00: Maintain at 57% FY 00: TBR 8/00
enforcement contacts after 6
months. FY 99: 57% (10% increess) FY 99: 43% with no law
enforcement contacts at 12
months (4% decreese)
FY 98: 54.8% with no law
enforcement contacts at 12
months (7.8% increass)
FY 97 Basdine 47%
4. Increase leve of family FY 01/00: Maintain at 10% Fy 0L TBR 801 B49
satisfaction with services FY 00: Maintain at 10% FY 00: TBR 800
FY 99: 10% increase FY 99: 88.9% satiffied at 12
months, (27% increass)
FY 98: 5% increase FY 98: 74.7% satisfied at 12
months (6% increase)
FY 97 Badine 70%
5. Increase stability of living FY 01: 65% decrease (Was 20%) FY 01: TBR: 8/01 B49
arrangements by decressing the FY 00: 25% decrease FY 00: TBR: 8/00
percent of children having more FY 99: 20% decrease FY 99: At 12 months, 27%
than one living arrangement &fter 6 (64.5% decrease from
monthsin services basdine)
(FY 01 Target revised upward FY 1998: At 12 months,
based on FY 98 performance) 23.7% (69% decrease from
basdline)
FY 97 Badine 76%
(having more than one
living arrangement after 6

monthsin services)
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6. Demonstrate effectiveness of FY 01: Maintain at 30% FY 01: TBR: 8/01

child and family servicesby FY 00: Maintain a 30% FY 00: TBR: 800

maintaining improvement in FY 99: Not applicable, new FY 99: 29% of children

clinica outcome a sx months messure improved in their clinica
outcome a 6 months

FY 98: 32% of children
improved in their clinical
outcome a 6 months

FY 97 Badine 29% of
children improved in their
clinica outcome a 6
months

Total Funding: 1997:  $69,896,000
1998: $72,927,000
1999: $77,909,000
2000: $82,763,000

2.22.1 Program Description, Content, and Summary of Performance

Thegod of this program isto successfully implement “systems of care” for children with serious
emotiona disturbance and their familiesin grantee Sites; and to improve outcomes for children and their
families served in these systems of care. Since 1993, the Center for Menta Hedlth Services (CMHS)
has provided 45 grants in 29 gates to develop comprehensive community-based systems of care for
children and adolescents with serious emotiond disturbance and their families. CMHS's
Comprehensive Community Mental Hedlth Services for Children and Their Families Program promotes
system planning and system change to increase access to treetments and quaity mental health services
for children and their familiesin the community rather than in resdentid placements that are often costly
and redtrictive. 1n 1999, an estimated 15,600 children were served. Systems of care are implemented
through collaborative arrangements across child-service sectors such as education, juvenile justice, child
welfare, and menta hedth. Asexamples of syslem changes, referras from juvenile justice programs
have increased from 9.0% in 1997 to 18.2% in 1998 to the current level of 22.5%. Case records that
reflect cross-agency trestment planning have increased from 40.0% in 1997, to 48.9% in 1998, to
58.0% in 1999. Based on 1999 data, children who enrolled in systems of care and spent timein
residential facilities during the previous 12-months, saw their inpatient-resdential days reduced from an
average of 181 days at the time of enrollment to an average of 149 inpatient-residentia days after one
year in system-of-care services, an 18% improvement.

Theincrease in the budget for this program has permitted funding of more Stes. Evauation, technical
assstance, and communication activities are an integral part of this program. Successto dateis
documented for the first group of sitesin the following preliminary results. Based on data collected
through August 1999 preiminary findings show notable improvements for children who are in services
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for at least twelve months. For example, using standard measures, evauation indicates that after one
year:

inpatient use decreased by 44 percent from an average of 265 daysin 1997,
regular school attendance increased by 27 percent from a 1997 baseline,
no law enforcement contacts were reported for 43 percent of children with one or more contacts
at service entry

< multiple living arrangements were reported for only 27 percent of children with multiple living
arrangements at service entry

Most performance targets have been exceeded. Some targets were revised based on 1998
performance.

2.22.2 Goal-by-Goal Presentation of Performance

Performance Goa: Program godsfor this program address Goa 2: Meet emerging and unmet.
Measures focus on two mgor dimensions of thisgod: 1) the efficiencies that can be achieved asthe
result of interagency collaboration and 2) the improvements of service outcomes.

Measure 1. Increase I nteragency Collaboration asreflected below

Rationae: Interagency collaboration represents a key measure to indicate the degree to which asystem
of care for children with serious emotiond disturbance and their families has been implemented.
Collaboration across human service agenciesisacritica component of the system of care gpproach. It
helps to insure that the “whole’ child will be served, funding resources for the trestment needs of the
child will be maximized, and the opportunity for the child to have the optimum s=t of services available
will increase. The set of indicators below examines the degree to which process features of the system-
of-care approach result in increased interagency collaboration.

Data Sources and Vdidity of Data: Case record review data are derived from sources such as
document reviews, structured and semi-structured interviews, and observations. These dataare
collected prior to and during annud Stesvigts. Datafor the referrd indicators are collected from a
descriptive study of al children who enter systems of care and consent to participate in the evauation of
the grant program. Thereisrdatively high agreement among project directors and others who
implement systems of care that each indicator is a measure of interagency collaboration within sysems
of care.

Anather indication of the validity of the datais the agreement between case record review and care
giver report on the referra source. In Phase |1 of the national evaluation, data on referra sources are
available from both case record review and care giver report. The correlation between information from
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the two sources is 0.862 (jp=.000) indicating a high degree of correspondence and supporting the
validity of parent report of referra sources.

Basdine: Seetable 2.22 for multiple numbers.
Target: See table 2.22 for multiple numbers.

Progress Update: Two of the three targets were exceeded by a substantia margin. A 7.3% increase
rather than a 10% target was achieved with respect to referrds from non-MH agencies. When FY
2000 data becomes available, the trend will be more evident and additiond attention to this issue may
be consdered. FY 2001 Targets have been raised for the juvenile justice referra indicator and for the
case record indicator because the FY 1998 and FY 1999 Targets were exceeded by ardatively wide
margin. One Project Director reports his views on the consequences of increased interagency
collaboration asfollows...

“[the governing body] getsinvolved in all of these functions [ planning, policy development,
developing service array, budget decisions, formal arrangements], how to coordinate resources
across systems, how to fund placements, which pot of dollarsto use. We' ve jointly funded a
crisis shelter and a staff position. There's an open door for communication, it’s the culture here,
3 - 4 [core] agencies stay really connected....it just makes sense, we serve the same kids.”

Measure 2: Maintain Decrease in Utilization of Inpatient or Residential Treatment at 20
per cent from 1997 base, as measured by average daysin facility.

Rationde Decrease of inpatient/residentia trestment is highly consistent with the program god of
developing services for children with serious emationd disturbance in the community.

Children with serious emotiona disturbance have hitoricaly been served in inpatient/residentia
treatment programs because of alack of community-based systems of care. Reducing reliance on
resdentia facilities while at the same time creeting service options within the community will
demondtrate the development of community-based systems of care.

Data Source and Vdidity of Datac Data are derived from an insrument entitled Residentia Living
Environments and Placement Stability Scale which was developed by the Presdey Ridge Schoal,
Rittsburgh, PA. This scale incorporates an adapted version of the Redtrictiveness of Living
Environments Scale (ROLES) developed by Hawkins and colleagues (1992) with a Placement Stability
Scale. Stability of placementsis assessed by the number of days spent in each residentia setting and
the number of totd placement changes over a specified data collection period. Utilization of inpatient or
resdentia trestment is defined as the average number of daysthat children served in systems of care,
who aso were committed to an inpatient or residentia facility during the previous yesr, lived in that
fecility. The measure excludes children who were served by the program but were not committed to a
fadility.
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A recent analysis was conducted to compare parent report of inpatient placement on the ROLES-R to
inpatient placement data in a management information system for the Wraparound Milwaukee program.
Comparison of the two sources for the first six months that children participated in services reveded
that parents overestimated the use of residentia services, but there was a high degree of
correspondence between the two data sources. The percentage of agreement for participation in
inpatient services between the two data sources was 76%.

Basdine FY 97 265 days, inpatient/resdentia trestment (avg days in facility)”
Target: For FY 2000 maintain 20% decrease. For FY 2001 achieve a 40% decrease.

Progress Update: FY 99 target has been exceeded. The FY 2001 Target was raised because the FY
98 and FY 99 Targets were exceeded by areatively wide margin.

FY 99 6 months outcomes: 131 days (N=171)
(51 percent reduction from FY 97 baseline)

FY 99 12 monthsoutcomes. 149 days (N=118)
(44 percent reduction from FY 97 basdline)

A case higory illugtrates performance. One mother tells her sory ...

“My sonis 14 yearsold. Hewasin a state institution for 6 years and we didn't see him much.
The System of Care staff came to meet our family and worked with us before our son came
home, to get usready. The case manager listened to us and asked us what we needed. We go to
family therapy. Our younger son has had a hard time adjusting to having his brother home, so
they sent a mentor for him, too, and include himin the recreation program. If only this program
would have existed 6 years ago, our son would never have had to go away.”

Measure 3: Improve Child Outcomes asr eflected below

Rationde: Improvement in functiond child outcomes can be used to demondtrate the extent to which a
system of care makes a difference in achild slife. Studies have shown that school attendance
correlates pogtively with overdl school performance. There are dso strong expectations that law
enforcement contacts are reduced among children served through systems of care.

Data Sources and Vdidity of Datac  These data are collected from amultisite outcome study. The two
measures include information highly reevant to policymakers who are interested in observing functiond
improvements among children.
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Information on the vaidity of school atendance datawill be obtained by comparing data reported by
care givers with information drawn from school records. For thisandlyss, one Phase | Stewhichisin
the Phase | Comparison Study will be used since the site has the school atendance data from both
school records and care giver reports. Data are continuing to be collected for this comparison study.
Anaysis of the vaidity of parental reports of school attendance will be completed by August 2000.

For the contacts with law enforcement variable, dataiin the Phase | Comparison Study will be used to
assess the validity of the information. In the Phase | Comparison Study, the information is collected
from both the CAFAS care giver report and the Delinquency Survey youth sdf-report. Data from the
two sources will be compared to obtain validity information.

Basdine: FY 1997, 70 percent school attendance and 47% with no law enforcement contacts after Six
months.

Progress Update: The school attendance target was exceeded.
FY 99 12-month outcomes: 88.9 percent attending school (27 percent increase from FY 97 basdine)

FY 99 12-month outcomes. 43 percent with no law enforcement contacts (4 percent decrease from FY
97 basdine)

The law enforcement contact Target was not exceeded. Origindly it was expected that the percent of
children with no law enforcement contacts would increase after Sx monthsin services. However, there
was a dight decrease from the 1997 Basdline. This decrease can be attributed in part to a
corresponding and relatively sharp increase in the number of children referred from juvenile justice
programs, as seen in the results reported in Measure 1. Children referred from juvenile justice agencies
have been found to enter systems of care a ahigher level of need than children referred from child
welfare, education, and other agencies (Warath, Nickerson, Crowell, & Ledf, 1998). The FY 2001
Target for the school attendance outcome was raised dightly because FY 1998 and FY 1999 Targets
were exceeded beyond the origina expectations.

A case higtory illugtrates performance. One mother reports her son’s renewed interest in attending
school after recelving system-of-care services.

“ My son was always disinterested in school in regular activities kids enjoy; he didn't have any
friends. But he liked music. They [the case management team] got him a guitar and into music
lessons. He's changed now--he can focus. He'll go to school now willingly since he gets to work
with the music teacher. He's even formed a band with some of the other kids.”
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Measure 4: Increase then Maintain Level of Family Satisfaction with Services

Rationde Family satisfaction with services indicates the extent to which a child' s care giver rates
system-of-care services postively. Family involvement is a cornerstone of systems of care. Increasing
the satisfaction rate of families who are receiving services is an indicator that the level and type of care
iswhat the “customer” is desring.

Data Source and Vdidity of Data: Data are derived from the Family Satisfaction Questionnaire (FSQ),
an ingrument adapted from the work of Professor John Burchard at the University of Vermont.
Satisfaction measures are widdy recognized as measures of service qudity.

The vdidity of the level of satisfaction with services will best be assessed by corrdating service
information with satisfaction information. This can be done in the Phase |l study, in which there are data
available on both family and youth satisfaction, and experience with services. Measures that will be
used to obtain validity information include Family Satisfaction Questionnaire (FSQ), Y outh Satisfaction
Quedtionnaire (Y SQ), Multi-Sector Service Contacts (M SSC), and the Service Experience
Quedtionnaire (SEQ). With information from different sources, and generated by different methods, it is
possible to use the multi-trait multi-method matrix to

provide evidence of the vaidity of the satisfaction data. Prdiminary analysis of these datawill be
completed by August 2000.

Basdine: FY 97 70 percent satisfaction with services.
Target: FY 2000 and 200, maintain at 10% the satisfaction with services.
Progress Update: FY 99 targets have been exceeded.

FY 99 6-month outcomes. 82.5 percent satisfied or very satisfied with services (17 percent increase
from FY 97 basdine).

FY 99 12-month outcomes: 88.9 percent satisfied or very satisfied with services (27 percent increase
from FY 97 basdine)

A case higory illugtrates performance. One mother provides her personal assessment of system-of-
care activities....

“[my son] established his goals, they filled out a calendar of activities, what hobbies to support,
classes he wanted to take...He' s very artistic, the therapist made art supplies available, got him
involved in rock climbing...also poetry classes, and had his poetry published.....It's a very good
process, a very good program.”
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Measure5: Increase stability of living arrangements by decreasing the number of children
having mor e than one living arrangement after 6 monthsin services by 25 percent over FY
1997.

Rationde Stability of the living arrangements represents a desired outcome for children, youth and their
parents. A stable home environment is likely to be associated with many other protective factors for
children with serious emotiona disturbance. It isacrucid condition for child development and for an
acceptable family environment.

Data Source and Vdidity of Data: Data are derived from an insrument entitled Residentid Living
Environments and Placement Stability Scdle. This scale was developed by the Presdey Ridge Schooal,
Pittsburgh, PA, in order to operationalize the congtruct of redtrictiveness. The scale dso incorporates
an adapted verson of the Redtrictiveness of Living Environments Scde (ROLES) developed by
Hawkins and colleagues (1992) and a Placement Stability Scale. The stability of placementsis
assessed by the number of days spent in each residentia setting and the number of total placement
changes over a specified data collection period. The gtability indicator used here refers to the percent
of children for whom more than one living arrangement was reported over the last year in system-of-
cae sarvices. Stahility of achild' sliving arrangement isafunctiond god of the program and is
associated with other positive child outcomes.

A recent anadlyss to examine the vaidity of the stability measure was conducted using the Phase |
longitudina outcome study data. We examined the influence of stability of living arrangement on clinicd
and functiona outcomes (i.e.,, CAFAS and CBCL scores) using repeated measures analys's of
variance. It was hypothesized that children with stable living arrangements would have better clinical
and functiond outcomes than children with multiple living arrangements. Four groups were cregted
based on whether achild had a single living arrangement or multiple living arrangements at basdine and
a 12 months. Resultsindicated that care givers of children who ether consstently experienced asingle
living arrangement over time or who experienced a reduced number of living arrangements from
basdline to Sx months reported fewer externdizing problems and less functiond impairment at 12
months than did care givers of children who consstently experienced multiple living arrangements over
time or who experienced an increased number of living arrangements. Thus, the hypothesis was
confirmed.

Basdine FY 97: 76 percent, more than one living arrangement after 6 monthsin services.
Target: For FY 2000, 25% decrease. For FY 2001, 65% decrease.
Progress Update: FY 1999 targets have been exceeded. For FY 99, at 12 months a 64.5% decrease

from basdline was observed. The FY 2001 Target was raised because the FY 1998 and FY 1999
Targets were exceeded by ardatively large margin.
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FY 99 12-month outcome: 27 percent of children with more than one living arrangement (64.5 percent
decrease)

Measure 6: Effectiveness of children and family services by maintaining improvement in
clinical outcome at six months.

Rationde The degree to which children change in a postive direction following participation in systems
of careisan important indicator of program effectiveness. This can best be assessed by evaluating
rates of dinically sgnificant change in behaviora and emotiona symptoms from entry into servicesto a
consigtent follow up assessment point. It has been reported that the greatest degree of change for
children and adolescents participating in mental hedlth servicesislikdy to occur in the first Sx months
following entry into services.

Data Source and Vdidity of Datar Thereis currently no data available to compare the positive change
of children in atrestment condition (i.e,, sysems of care) with that of children in acontrol condition
(i.e, usud sarvice ddivery sysems). However, effectiveness data may be obtained by comparing
independent cohorts of children served from one year to the next of the grant program. Religble
Change Index scores (Jacobson & Truax, 1991) were ca culated from entry into services to six months
for the Child Behavior Checklist (Achenbach, 1991). Based on these scores, children were classfied
into those displaying reliable positive change, those remaining stable and those displaying deterioration
acrosstime. The percentage of children displaying reliable positive change was caculated separately
for the basdline period and each subsequent year.

The Rdiable Change Index was developed to measure clinicaly sgnificant improvement as a function of
participation in an intervention program (Speer, 1998). The cdculation formula controls for the
reliability of adinica measure before determining the amount of change necessary for a child to qudify
asclinically improved from an initial assessment point to a second assessment point. The interna
consigtency vaue of .96 for the Child Behavior Checklist (Achenbach, 1991) was used to cdculate
Reliable Change Index scores. According to Speer and Greenbaum (1995), the Reliable Change

Index isthe mogt rdiable and valid individuad measure of dinicaly sgnificant change thet is currently
available. A number of authors have provided data that supports the vdidity of the Reliable Change
Index in measuring response to intervention (Lunnen & Ogles, 1998; Speer, 1998; Speer &
Greenbaum, 1995).

Basdine: FY 1997, 29 percent improved clinica outcomes at 6 months.
Target: For FY 2000 and FY 2001, maintain at 30% rate of improved outcomes a 6 months.
Progress Report: Thisisanew measure. A reasonable target for clinica improvement during each year

of the program was determined to be 30%. Additiond studies should be conducted to assess further
the reasonableness of the target.
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FY 99: 6-month outcome: 29 percent (same as FY 97 basdline)
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2.23 Program Title: Accessto Community Care and Effective Services and Supports
(ACCESS) Cooper ative Agreement Demonstration Program (KD Interim Report)

Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap ence*
between knowledge and
nractice
1. Improve client outcomes B35
a 12 monthsfor eech
cohort for the following
characteridtics:
-Increased % stably housed FY 01 NA (Program FY 01: NA (Program ended in FY 00)
ended in FY 00)
FY 00: 500% FY 00 (Cohort 4 a 18 mos): TBA 10/00
FY 99: 500% FY 99 (Cohort 4): TBA 3/00

FY 98 (Cohort 3): 542.9% (Basdline=7%)
FY 97 (Cohort 2): 528.6% (Basdline=7%)
FY 96 (Cohort 1): 600.0% (Basdline=6%)

-Decreased days drug use
FY 01: NA (Program FY 01: NA (Program ended in FY 00)
ended in FY 00)
FY 00: 15% FY 00 (Cohort 4 a 18 mos): TBA 10/00
FY 99: 15% FY 99 (Cohort 4): TBA 3/00

FY 98 (Cohort 3): 19.1% (Basdine=1.94)
FY 97 (Cohort 2): 37.6% (Basdine=3.03)
FY 96 (Cohort 1): 45.5% (Basdline=3.89)
-Increase days in outpatient

psychiatric services FY 01: NA (Program FY 01: NA (Program ended in FY 00)
ended in FY 00)
FY 00: 15% FY 00 (Cohort 4 a 18 mos): TBA 10/00
FY 99: 15% FY 99 (Cohort 4): TBA 3/00

FY 98 (Cohort 3): 18.5% (Basdline=5.87)
FY 97 (Cohort 2): 49.5% (Basdline=5.15)
FY 96 (Cohort 1): 19.7% (Basdline=6.63)

-Decrease % committing a

minor crime FY 01 NA (Program FY 01: NA (Program ended in FY 00)
ended in FY 00)
FY 00: 40% FY 00 (Cohort 4 a 18 mos): TBA 10/00)
FY 99: 49% FY 99 (Cohort 4): TBA 3/00

FY 98 (Cohort 3): 42.9% (Basdline=7%%)
FY 97 (Cohort 2): 50.0% (Basdline=8%)
FY 96 (Cohort 1): 55.5% (Basdline=9%)
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2. Improve and then
maintain level of sysems
integration

FY 01: NA (Program
ended in FY 00)
Fy 00:
.74 experimenta
57 comparison
FY 99: NA,; (Dataonly

collected in FY 94, FY 96,

and FY 98)

FY 01: NA (Program ended in FY 00)

FY 00 (Wave4): TBR 10/00

FY 99: NA

FY 98 (Wave 3):.66 experimentd; .57
comparison

FY 97: NA

FY 96 (Wave 2)..57 experimentd; .58
comparison

FY 95: NA

FY 94 (Badineor Wave 1): .43
experimenta, .45 comparison

B35

Total Funding:

1997: $19,568,000
1998: $ 1,891,000
1999: $ 1,843,000
2000: $0

2001 Req:$0

2.23.1 Program Description, Context, and Summary of Performance

The god of the program is to examine the impact of integrated service systems on providing services to
persons who are homeless and serioudy mentdly ill toward improving outcomes for this population.
Thisprogram is a 5-year knowledge development program, initiated in 1993, that will: (1)
identify promising approaches to systems integration; and (2) evaluate their effectiveness in
providing services to persons who are homeless and seriously mentally ill.

This program is nearing completion. An evauation is being conducted that has both a sysems-leve
and client-level focus. The system level evauation will document the implementation process of the
systems integration approaches, identify implementation barriers and facilitators, and measure system

outcomes. Thedient level evauation will determine whether systems integration efforts result in
improved service ddivery, improvements in menta health, substance abuse and hedth gatus,

rehabilitation, quality of life and permanent exit from homeessness. A sixth year of data collection has
been added to examine whether systems integration efforts are sustained and client outcomes continue
to improve beyond Federa funding. This data collection includes an 18 month follow-up on the 4"
ocohort (i.e., subjects enrolled into the study in the 4™ year); a4™ wave (i.e., 4™ follow-up of agency

providers) of systems integration assessment.

Results will be ready for full reporting in FY 2001.
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2.23.2 Goal-by-Goal Presentation of Performance

Performance Gods. Performance gods for this activity focus on God 3: Bridging the gap between
knowledge and practice, specificaly, the purpose of this activity isto identify best practices for the
target population of homdess individuas with serious mentd illness. These measures examine the
effectiveness of a particular gpproach in achieving systems integration, and the effect of that approach
on client outcomes.

Measurel: Improvementsin client outcomesat twelve monthsfor each cohort will be equal
to or greater than theimprovement at twelve monthsfor the previous cohorts.

Rationde: Enhancing clinicd servicesin both the integration and comparison groups should result in
improvementsin client outcomes. Future analyses will compare changes in access to services and
supports between the integration and comparison sites to determine the extent to which an integrated
services system has an impact on persons who are homeless with serious mentd illness.

Data Source and Vdidity of Data: The subcontractor has extensive experience in conducting field
research. Protocols arein place for data management, data processing, clean-up and quality control.
The measurements used were from standard instruments. Representatives from the grantee sites and
outside consultants will be employed in the analysis to provide rdiable and vaid findings. High vdidity
and rediability are expected.

Basdine Seetable 2.23 for multiple numbers.

Target: Seetable 2.23 for multiple targets.

Progress Update:

. Percentage stably housed: Twelve month performance for each of the cohorts exceeds the
FY 1999 target of 500%. This meansthat, on average, more than 40% of the population had
gability in their housing arrangements.

C Daysdruguse.  Twelve month performance for each of the cohorts exceeds the FY 1999
target of 15%. On average, there was a 34% decrease in number of days of drug use for this
population.

. Days in outpatient psychiatric services: Twelve month performance for each of the cohorts

exceeds the FY 1999 target of 15%. This means that this population reported, on average, a
29% increase in number of days using psychiatric outpatient services.
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% committing aminor crime: Twelve month performance for each of the cohorts exceeds the FY 1999
target of 40%. This means that, on average, only 4% of this population had reported committing a
minor crime.

Measure2: Increaselevd of sysemsintegrationto .74 in FY 1999. Maintain levd of systems
integration a .74 in FY 2000. The datafor this measure was collected at basdline (Wave 1) and every
18 months thereafter (Waves 2-4). Thefind collection (Wave 4) will be donein FY 2000 and
reported in FY 2001.

Rationde: ACCESS predicts that the level of systemsintegration at each of the project steswill
increase over time during the life of the program. Theleve of systemsintegration is being teted asa
predictor of services outcomes for homeless persons with serious mental illnesses.

Data Source and Vdidity of Data: The data for these measures were collected from interviews with
representatives of agencies/subunits providing menta health, substance abuse, housing, primary care,
and income maintenance services to homeless persons with a serious mentd illness at each of the Stes
participating in the ACCESS study. The questions have been used in previous inter-organizationa
network studies. The subcontractor respongible for this data collection and analysisis one of few who
have had experience conducting this type of research. Protocols are in place to assure consistency in
data collection, coding, data management, data processing, clean-up and quality control.
Representatives from the grantee Stes and outside consultants will be employed in the andlysisto
provide reliable and vaid findings. High vaidity and rdiability are expected.

Basdine FY 1994. .43 experimentd, .45 comparison
Target: For FY 2000, .74 experimental, .57 comparison

ProgressUpdate:  FY 00 performance data will become availablein FYOl. Systemsintegration is
measured by the proportion of relationships in anetwork of agencies that have multiple components for
providing assstance (i.e, client referrds, information exchanges, and funding transfers). This measure
of network strength reflects the tendency for organizations within each ACCESS site to develop and
maintain multiple interagency ties involving dlient referrds, information flows, and funding exchanges for
homeless persons with a serious menta illness. System integration is calculated for each Ste at each of
4 Waves (i.e., basdine and 3 follow-ups).

The computation of system integration scores involved three steps. Firdt, because in this study the
primary interest isin the presence of ardationship rather than the strength of the relationship, each
reported service linkage between agenciesin acity is dichotomized for each client, information, and
fund network by recording dl responses greater than 0to 1. Second, amultiplex linkage score is
computed by summing the dichotomized scores across six networks (for two relations-sending and
recelving, and three contents—clients, information, and funds). If for the six possible vaues of a
relationship, at least two or more are present, the relationship is defined as multiplex. Third, the
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system-leve integration score for each Ste is then computed as the ratio of the number of multiplex
relations over N*N-1, the total number of possible directed relationships with the network. Thus, the
system-leve integration score is a proportion ranging between 0 and 1, where O means that there are
no resource exchanges among the organizations and 1 which means al possible relaionships were
determined to be multiplex given the criteria above.

The measures of systems integration that were collected at Wave 1 (FY 1994) and at the two mid-
points (FY 1996 and FY 1998) indicate that, over time, the experimental sites were able to develop
more integrated service systems than the comparison sites. It is expected that the level of systems
integration will continue to increase in the experimental Stes and remain constant or decrease in the
comparison Stesif the experimenta Stes continue to implement systems integration strategies. Thefind
mesasure of systems integration, which will be collected during FY 2000, should be approximately .74
for the experimentd stes and .57 for the comparison Sites.

2.24 Program Title Employment I ntervention Demonstration Program (EIDP) (Knowledge
Development) Interim Report

Performance Goals Targets Actual Performance Refer-
Goal 3: Bridge the gap between ence
1. Employment rate of participants FY 01: N.A.; program over FY 01: N.A.; program over B35
FY 00: 50% employed FY 00: TBR 10/00
FY 99: No target st FY 99: 51% employed

FY 98: 50% employed

FY 95 basdline; participants not
working in order to enter
programin dl but one site

2. Totd number hours worked by FY 0L N.A.; program over FY 0L N.A.; program over
participants during the program FY 00: 1,000,000 hours FY 00: TBR 10/00
FY 99: No target st FY 99: 793,577 hours

FY 98: 346,405 hours
FY 95 basdine N.A.; no
participants yet enrolled

3. Totd dollars earned by FY 0L N.A.; program over FY 0L N.A.; program over
participants during the program FY 00: $5.5 million FY 00: TBR 10/00
FY 99: No target st FY 99: $4.2 million
FY 98: $1.8 million

FY 95 basdine N.A_; no
participants yet enrolled
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Total Funding: 1997:  $4,840,000
1998:  $4,749,000
1999:  $4,231,000
2000:  $846,000
2001Req: $846,000

2.24.1 Program Description, Context and Summary of Performance

The Employment Intervention Demonstration Program (EIDP) is a 5-year multi-Site demongtration
program that began in 1995. The god of the program isto develop knowledge of the most effective
approaches for assging adults with serious mentd illness to find and maintain competitive employment.
Each of the eight participating project Sitesis evauating at least two employment support service
modds. All are collecting data using a common research protocol. A coordinating center is merging
data from the eight Stes into a common database S0 that results across sites can be combined and
compared. In addition to individua outcome data, data on the costs of the programs are so being
collected.

Enroliment in EIDP is now complete with 1658 participants enrolled across dl eight Stes. Participants
at saven of the Steswere not working when they entered the program. One site (Pennsylvania) is
examining the effectiveness of Long-Term employment supportsin assisting people who are dready
working to maintain employment. The participantsin Pennsylvania, therefore, were aready employed
when they entered the program. Overdl, only 13% of the participants were employed when they firgt
entered EIDP.

Each participant is followed for two years after their initia enrollment in the program. Data collection
will endin FY00. Prdiminary data analyses indicate that people with serious mentd illnesses are
employable and can be productive workers. It dso appears that the longer someoneis enrolled in
employment support services, the more likely they will beto find ajob. Datafrom the study will
provide much information on the types of reasonable accommodations required in order for people with
serious mentd illness to maintain employment, the characteristics of the jobs that they attain, and how
public entitlements and the fear of losing them affect decisions about work. The fina report (expected
in 2001) will include comprehengve statistical andyses of the cross-Ste data set, as well as an andysis
of program costs.

2.24.2 Goal-by-Goal Presentation of Performance

Performance goals for this activity involve God:: 3 “Bridge the Gap Between Knowledge and Practice.”

Performance measurement emphasizes the key outcome measures that are being assessed by this
multisite research project: employment rate, hours worked, and dollars earned. Origindly, Measure 1
dated that “ Employment outcomes will significantly improve a intervention projects.” In FY 99,
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Measure 1 was divided into Measures 1-3 to improve clarity and precision of reporting. Because the
specific types of employment outcomes to be reported were not defined until FY 99, targets were first
set for FY00. Datawere available, however, and are reported here for previous years, even though no
targets had been .

Measure l: Intervention projectswill have a significant impact on the employment rate of
participants.

Rationde: The program will report on an annua basis the proportion of participants who have been
employed during their firgt year of participation in the program. The program will demonstrate how
appropriate supports can affect the ability of people with serious mentd illness to attain jobs.

Data Source and Vdlidity of Data: Data on employment status are collected from each participant each
week of their participation in the project. The coordinating center combines the data from all
participants at al stes and reports an aggregate percentage employed. The number reported by the
coordinating center is the percentage of participants employed a any time during the first year of their
enrollment in the program. The data reported are for al participants who have recelved services for
one year as of October of the year reported. Because this is a knowledge development project,
complex analyses will be performed after completion of al two-year follow-up interviewsin order to
gain acomprehensive understanding of the many variables contributing to the employment of people
with serious menta illnessin this program. In order to preserve the scientific blind of the study, the data
represent information gained from the combined sample of experimentd (best practices) and control
(standard services) conditions. The scientific blind will help to assure the vdidity of the find results.

We expect that the fina report will show that the numbers reported here underestimate the rate of
employment for people enrolled in the experimenta services and overestimate it for those enrolled in the
control services.

Basdine FY 1995, no participants are working.

Target: FY 2000, 50% of participants employed.

Progress Update: Progressin FY’ 99 demondtrates that the percentage of people who become
employed during the first year in which they receive employment support servicesis consstent with
ealier, more preliminary findings.

Measure2: EIDP will demonstrate the economic productivity potential of people with

serious mental illness by reporting the total number of hoursworked by
participants during the cour se of the program.
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Rationde: The program will report on an annua basis the tota number of hours worked by participants
during the course of the program. The program will demondirate the job productivity that people with
serious menta illnesses can achieve with appropriate supports.

Data Source and Validity of Datac Data on number of hours worked are collected from each
participant each week of their participation in the project. The coordinating center combines the data
from al participants a al stes and reports an aggregate number of hours worked. The number
reported is the total number of hours worked by al participants during their enrollment in the project as
of October of the year reported. The number reported, therefore, is cumulative for the life of the
project. Fina andyses of the data at the end of the project will alow usto more precisely determine
the average number of hours worked by each participant and how worker productivity relatesto
receipt of employment support services.

Basdine: FY 1995, no participants yet enrolled. FY 1998, 346,405 hours.
Target: FY 2000, 1 million hours.

Progress Update: Progressin FY’ 99 demonstrates that the total hours worked by EIDP participants
doubled from the FY’ 98 level.

Measure 3: EIDP will demonstrate the earning potential of people with serious mental
illness by reporting the total dollarsearned by participants during the cour se of
the program.

Rationde: The program will report on an annua basisthe total dollars earned by participants over the
course of the demongtration. The program will demongirate the earning potentia that people with
serious menta illnesses can achieve with appropriate supports.

Data Source and Validity of Data. Data on dollars earned are collected from each participant each
week of their participation in the project. The coordinating center combines the data from all
participants at al sites and reports an aggregate dollars earned. The number reported is the tota
dollars earned by dl participants during their enrollment in the project as of October of the year
reported. The number reported, therefore, is cumulative for the life of the project. Find analyses of the
data at the end of the project will dlow usto more precisdy determine the average dollars earned by
each participant and how earning potentia relates to receipt of employment support services and public
entitlement benefits.

Basdine: FY 1995, no participants yet enrolled. FY 1998, $1.8 million dollars earned.

Target: FY 2000, $5.5 million.
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Progress Update: Progressin FY’ 99 demondtrates that the total dollars earned by EIDP participants
more than doubled from the FY’ 98 levd.

2.25 Program Title: Knowledge Exchange Network (KEN)

Performance Goals

Goal 3: Bridge the gap between

Actual Performance

1. Incresse ussfulness of KEN Fy OL FY 01: TBR 11/02 B35
information FY 00: TBD 11/00 FY 00: TBR 11/01
FY 99: No target set FY 99: TBR 11/00
2. Incresse number of: B35
- Information request FY O1: Increase to FY 01: TBR 10/02
63,286 FY 00: TBR 10/01
FY 00: Increaseto FY 99: 52,303
57,533 FY 98: 27,642
FY 99: Increaseto FY 97: 26,603
30,302 FY 96: 10,324
- Publications distributed FY 01: Increaseto FY 01: TBR 10/02
365,222 FY 00: TBR 10/01
FY 00: Increaseto FY 99: 203572
322,929 FY 98: 139,912
FY 99: Increaseto FY 97. 107,087
153,903 FY 96: 53,932
- BBS connections FY 01: N.A. FY 01: N.A.
FY 00: N.A. FY 00: N.A.
FY 99: Increaseto FY 99: 39,868
53,289 FY 98: 48,445
Fy 97: 91,033
FY 96: 39,026
- Web ste sessons
FY 01: Increaseto FYy 01: TBR 10/02
440,407 FY 00: TBR 10/01
FY 00: Increaseto FY 99: 363,973
400370 FY 98: 179,690
FY 99: Increaseto FY 97: 79,093
197,659 FY 96: 11,108
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Total Funding: 1997: $ 665,285
1998: $ 453,421
1999:  $1,158,611
2000:  $3,500,000
2001 Req: $3,500,000

2.25.1 Program Description, Context, and Summary of Performance

The god of the program isto provide information about mental health via various mediato users of
menta hedlth services, their families, the genera public, policy makers, providers, and researchers.

Summary of Performance: The number of requests for materids, connections to the web site and
publications distributed have shown significant increase since 1996 and most targets have been met.
Current FY 99 performance data for measure 2 was reported in October, 1999. Edtablishing targets
for increasing the usefulness of KEN information, measure 1, is dependent on the collection and
andysis of survey data, reporting began in November 1999 with basdline to be established in
November 2000.

2.25.2 Goal by Goal Presentation of Performance

Performance gods. Performance goas for this activity involve God 3: “Bridging the Gap between
Knowledge and Practice” Performance measurement emphasizes the utilization of the Clearinghouse
and the usefulness of the information it distributes.

Comments on Measures. Measure one will be used during the development of a replacement measure.
Targets for the new measure will be reassessed as data are reviewed.

Program Update/Performance Report:  Activity is greatly increased. Advancements in technology has
meade the bulletin board service (BBS) not a ussful gpproach to dissemination. This services was
terminated on 12-1-1999. Web site sarted operations April 1, 1996. As more users of KEN make
use of the Internet to request information we expect to see a decrease in the number of individuas
making use of the KEN 1-800 tel ephone service for basic information request.

Measure 1. Increasethe usefulness of KEN information.
Rationde: Usefulness will be assessed by response to a KEN user satisfaction survey.

Data Source and Vdidity of Data: Online Internet user survey. Vdidity of responses is expected to be
high.
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Basdine The customer satisfaction survey was submitted for OMB approva in August 1999. User
assessment of the usefulness of KEN information will began in mid FY 2000.

Target: TBD 11/00

Progress Update: OMB approva was received and the customer satisfaction survey went onlinein late
October 1999. Andysis of data has began. We will begin to develop basdline mid FY 2000.

Measure 2: Increase by 10% each year the number of: information requests, publications
distributed, BBS connections and website hits.

Rationade: These data provide a concrete measure of successful performance. The increase in use of
KEN indicates the need for and usefulness of this information and format.

Basdine FY 1998 27,642 Information request
139,912 Publications distributed
48,445 BBS connections
179,690 Web hits

Target: FY 1999, exceed the FY 1998 hitsand inquiries. Seetable 2.25 for specific values.

Data Source and Validity of Datar Monthly reports from KEN contractor. Vaidity of datais high, as
these monthly summaries provide accurate reports on various aspects of the KEN project.

Progress Update: The bulletin board is no longer running and was discontinued in 1999. All other
targets were exceeded.
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2.26 Program Title: Community Action Grantsfor Service Systems Change (CAG) (Interim
Report)

Performance Goals Targets Actual Performance Refe
Goal 3: Bridge the gap between r-
knowledge and practice ence
1). Achieve Consensus FY 0L Maintain 85% FY 0L TBR 01/03 B40
To Implement the Consensus
Exemplary Practice (EP)
FY 00: Maintain 85% FY 00: TBR01/02
Consensus
FY 99: Maintain 85% FY 99: TBR 06/01
Consensus
FY 98: TBR 05/00
FY 97 Basdine: No Consensus
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2). Successfully FY 01: 50% Implement FY 0L TBR 10/03 B40
Implement the
Exemplary Practice FY 00: 50% Implement FY 00: TBR 10/02
FY 99: 50% Implement FY 99: TBR10/01
FY 98 TBR 05/01

FY 97 Basdine TBR 10/00

Total Funding: 2001 Req: $5,500,000
2000: $4,500,000
1999: $3,275,000
1998: $3,129,000
1997: $2,474,000

2.26.1 Program Description, Context and Summary of Performance

The god of this two-phase program isto assst communities: Phase | - Achieve Consensus to
implement exemplary practices and Phase 1 - Successful Implementation of these exemplary mentdl
hedlth practices for atarget population that congsts of adults with serious mentd illness and
adolescents/children with serious emotiond disorders. Phase Il has been initiated, however, datato
edtablish the basdine level of implementation has not yet been collected.

Program Update/Performance Report: In FY 1997, twenty Phase | Community Action Grants were
awarded. InFY 1999, eleven of these twenty Phase | grantee were awarded Phase |1 grants.

On September 30, 1998 the Center for Mental Health Services, in partnership with the Center for
Substance Abuse Treatment and the Center for Substance Abuse Prevention, initiated the second
round of Community Action Grants (CAGs) to assst State and community groups adopt “exemplary”
practices. The second round of CAGs includes a Basic Program - focused on exemplary menta hedlth
practices for the target population and a Higoanic Initidive - focused on exemplary mentd hedth,
substance abuse and integrated mental health/substance abuse practices for Hispanics.

A tota of thirty-one grants - each up to $150,000 for one year - were awarded: 20 in the Basic
Program; 11 in the Hispanic Initiative.
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On September 30, 1999 atotal of sixteen Phase | CAG grants were awarded; 10 in the Basic
Program; sx in the Higpanic Initiative.

The next Community Action Grant Program announcement will be a Program Announcement (PA) or
“gtanding announcement,” that includes both Phase | and Phase |1 and be available twice ayear. The
PA will provide an opportunity for unsuccessful applicants to re-gpply more than once per year.
Current plans are to announce the PA by the end of 1999.

Current Phase | activities funded through the basic CAG program include 36 exemplary practice
models directed at adults and 8 with a focus on adolescents/children. This number includes the
Higpanic initiative.

Examples of successful Phase |1 activities to date include:

Rurd South Carolinaand the City of Berkdley (California) are now implementing the Program for
Assertive Community Treatment (PACT) - aproven and effective clinica team gpproach for the
serious mentaly illness.

Western Pennsylvania, Washington, D.C. , and Missssippi are implementing service models for
children and adolescents coping with serious emotiond disorders. Also, in Pennsylvania, a Phaselll
Family Education Modd is being implemented in rura Berks, County.

Other Phase Il models are being implemented in the States of Washington (Elderly Outreach), Texas
(Police Training and Jail Diversgon, State of Maine (family psycho education and Massachusetts (Dud
Diagnosis Modd).

The palice training and jail diverson projectsin Texas are being implemented in the Fort Worth
(Tarrant County) area and the City of Houston which is aso Harris County, the fourth largest
metropolitan areain the U.S.

Comments on Measures. Basdine datafor dl Community Action Grants (Phase| and 11) is provided
within the performance scde.

2.26.2 Goal-by-Goal Presentation of Performance

Measurel: 50% of Phasel grantees achieve consensustoimplement the exemplary
practice(s).

Rationde Phasel grants are one year grants. The god of these grantsis to reach consensus or
agreement among al key stakeholders that the exemplary practice can and should be implemented.
Consensus must be in sufficient detail that it resolves al critica issues and represents a commitment to
adopt the practice within a certain timetable.
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Data Source and Validity of Data: Program records of grant reports and a process evauation that will
be submitted by each grantee will be evauated to determine common issues/variables across grant
programs.

Basdine FY 1997, no consensus.

Target: FY 2000 and FY 2002, 85% consensus.

Progress Update: Performance data for Phase | is reported in the performance chart and additional

data will be available in 2000.

Measure2: Fifty Percent (50%) of exemplary practicesthat werefunded asPhasell grants
ar e successfully implemented into services delivery.

Seventeen (17) of the FY 1997 Phase | Grantees applied for Phase Il funding in 1999. Seventy
percent (70%) or 12 of these successful Phase | grantees obtained Phase |1 funding. Basdline data for
these Phase || grants will be available in 2000.

Thirty-one (31) new Phase | Grants were awarded in FY 98 and Sixteen(16) new Phase | grantsin FY
99. Itisprojected that 50% of the 47 Phase | grantees successfully compete for a Phase |1 award.

Rationde: Thefirst Phase |1 grants were awarded in FY 1999. Phase Il grantees are funded for 1
year. Since these grants were not awarded until FY 1999, all targets will be revised when these Phase
Il grantees achieve implementation of the EP and basdline percentages are established.

Data Source and Vdidity: Program records of grant reports and a process evauation that will be
submitted by each grantee will be evaluated to determine common issues/variables across grant
programs.

Basdine No implementation.

Target: For FY 2000 and FY 2001, 50% will implement the exemplary practice.

Progress Update: Performance data for Phase 11 will become available beginning in 2000.
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Managed Care

The mission of the Office of Managed Care (OMC) gtrives to improve the access and quality of services
received by consumers and family members under managed care systems in public mental hedlth and
addiction programs.

One program isincluded in this GPRA report.

2.27 Managed Care (God 3)

This program reports data annudly.

2.27 Program Title Managed Care Program (Knowledge Application)



Performance Goals
Goal 2: Meet emerging and unmet
needs

Actual Performance
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1. Number of reports cumulatively
totaled published on managed
mental health/substance abuse
Frvices

FY 01: 9reports
FY 00: 6 reports
FY 99: 3 Reports

FY 01: TBR
FY 00: TBR
FY 99: 3 Reports

2. Satisfaction with training on
managed mental hedth and
ubgtance abuse issues

FY 01: Maintain at 80%
FY 00: 80%

FY 99: New measurein
Fy 00

FY 01: TBR9/01

FY 00: TBR 9/00

FY 99: TBR 1/00-ned
OMB dearanceon
satisfaction instrument
FY 1998: 81%
satisfied/highly satisfied.
Previous 1998 Badine
85% was edtimated; 81%
based on actud

3. Reported satisfaction with
Managed Care procuremernt,
contracting and monitoring

FY 0O1: 10 Sates
FY 00: 10 States
FY 99: 10 States

Fy 01: TBR 7/01
FY 00: TBR 7/00
FY 99: TBR 5/00
FY 98: Basdine 0 States

4. Release and use of detailed
managed mental hedth and
substance abuse quality

management and accreditation
guiddines

FY 01: 2/3 of the States negotiating
Medicaid managed care contracts

FY 00: Y2 of the States negotiating
Medicaid managed care contracts

FY 99: New messurein FY
2000.

FY 01: TBA 9/01

FY 00. TBA 9/00. Survey
of Medicaid contracts will

be repeated.

FY 99: Report due end of
August, 1999 on progress
and resolving problem
aressidentified by earlier
sudies.

Funding from SAPT and CMHS
Block Grant Set-asides

*Funding isdrawn from dl
three centers.

2.27.1 Program Description, Context, and Summary of Performance
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The god of this program isto promote the availability of effective servicesto personsenrolled in managed
care. The Managed Care Initiative strives to improve the access and quality of services received by
consumers and family members under managed care systems in public mentd hedlth and addiction
programs. The program focuses on tracking state contracting and program implementation; developing
technica assstance and training for consumers, family members, sate and federd leaders, providersand
advocates; supporting the development of qudity improvement measures sengitive to menta hedlth and
substance abuse needs; and producing reports on emerging legal and other managed care system issues.

In FY 1999, the Managed Care Initiative accomplished many activities related to the four measures,
despite unavail able measurement data due to outside factors for the last two measures. The Initiative far
exceeded expectations of published reports that further understanding of the states' rapid ingdlation of
managed care programsand that support technical ass stance to consumers, advocates and policy makers.
By FY 1999, 27 tota reports were published since FY 1997 whereas the goal was 9 tota reports by
FY2000. Traning efforts expanded with a doubling of provider trains to 50 and the development of
grassroots training taught by consumers and family members on public managed care contract design and
monitoring. The standardized instrument to document satisfaction was approved by OMB laein theyear,
and therefore, a compilation of data from the evauations will be available in early 2000. Measuring the
impact of effortstoinclude consumersand family membersin managed care systemsfor children depends
upon the completion of the 10 states impact study due in spring of 2000. Similarly, the HCFA
implementation of guidelines needed for QISMC have been dower than expected. Nonetheless, the GW
contracts eva uation study to be ddivered shortly will shed light on current practices prior to QISMC and
collaborative relaionships with HCFA on QISMC will continue.

2.27.2 Goal-By-Goal Presentation of Performance

Performance Gods. Performance godls for this activity relate to Goad 2: Promote the Adoption of Best
Practices, through improving access and quaity of menta hedth and substance abuse services for
consumers and family members in managed care sysems.  The following measures address activities to
accomplish the god's and progress is noted on each:

Measure 1. Publication of ninereportson managed mental health and substance abuse services

Rationde: Publication of reportsis central to the main god of the program. Published reports further the
understanding of the states rapid ingtalation of managed care programs and that support technical
ass stance to consumers, advocates and policy makers. Asthe nation'smenta health and substance abuse
prevention and treatment systems are being transformed by managed care, it is essentid that SAMHSA
track and report developments, problems, and successful projects so that successful experiments can be
replicated and problemscan beavoided. No authoritative, consolidated source of information existsinthe
Federal government or e sawherethat providesan easily ble source of knowledge about utilization,
costs, consumer and provider characterigtics and outcomes from the myriad changes being introduced
throughout the MH/SA field by managed care.
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Data Source and Vdidity of Data: Program documentation will capture the number of reports published
Thevalidity of the datais thought to be high.

Basdline: Under 3 reports.

Targets: FY 1999: 9 Reports; FY 2000: 9 Reports; FY 2001: 9 Reports

1999 Progress Update: The number of reports far exceeds the 2000 goal. By the end of 1999, the
Managed Care Initiative has published a total of 27 reports and anticipates 5 more documents in year

2000. The following summarizes the reports.

1997 Progress Update (2 tota at basdline):

Evdudion Study of Lega Issues in Contracts between Managed Care Organizations and
Community-based Mental Health and Substance Abuse Agencies

Evduation Study of Legd Issues in Contracts Between State Medicaid Agencies and Managed Care
Organizationsin aManaged Care Environment

1998 Progress Update (15 reports this vear; 17 commutative total):

Actuarid Study of the Codts of Implementing Mental Hedlth and Substance Abuse Parity Coverage at
Varying Leves of Intengty of Management of Care;

Nationa Expenditures for Mental Hedlth, Alcohol and Other Drug Abuse Trestment;
Evauation of Legd Issuesin Medicad Managed Behaviord Hedth Care Contracts,
Designing Substance Abuse and Mentd Hedlth Capitation Projects;

Edimating and Managing Risks for the Utilization and Cost of Menta Hedth and Substance Abuse
Sarvices in a Managed Care Environment;

Ethicd I ssuesfor Behaviora Hedth Care Practitionersand Organizationsin aManaged Care Environment;

Legd Issues Associated with Development and Implementation of Provider-sponsored Managed Care
Organizetions,

Contracting for Managed Substance Abuse and Mental Hedlth Services: A Guide for Public Purchasers,
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A Guidefor Providers of Mental Health and Addictive Disorder Servicesin Managed Care Contracting;

Partners in Planning: Consumers Role in Contracting for Public-sector Managed Mentad Hedth and
Addiction Services,

Managed Care Tracking Project Newd etters--February and July;

Coverage Decison-making in Medicad Managed Care: Key Issues in Developing Managed Care
Contracts,

An Overview of Medicaid Managed Care Litigation;

Selected Key Issues in the Development and Drafting of Public Managed Behaviord Hedth Care
Carve-out Contracts

1999 Progress Update (10 reports this year; 27 total):

Partnersin Planning: A Quick Reference Guide;
Managed Care Tracking Project--Newdetters in January, July and August;
Managed Care Tracking Project--State Profiles;

Culturd Competencein Medicaid Managed Care Purchasing: General and Behaviord Hedlth Servicesfor
Persons with Menta and Addiction-Related IlInesses and Disorders,

Hedlth Affairs Articles-Behaviord Hedlth Benefits in Employer-Sponsored Hedth Plans
and Mentd Hedth/Medical Care Cogt Offsets: Opportunities for Managed Care;

A Summary of Planned Mental Hedlth and Substance Abuse Services and Activitiesin Title
XX| Programs

Managing Child Wefare: An Analyss of Contracts for Child Welfare Service Sysems

2000 Targets Update (5 reports projected; 32 total commutatively):

Evauation of Legd Issuesin Medicad Managed Behaviord Hedth Care Contracts,
Consumer Bill of Rights and Responsibilities—-Four publications

Managed Care Tracking Project--Three newdetters
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Managed Care Tracking Project--State Profile Supplement

Evauation Study of Managed Behaviora Hedth Care Contracts

Measure 2. Caalitions of community MH/SA agenciesfor consumers, families, and advocates
for persons who are mentally ill or substance abusers, and for State and county MH/SA and
Medicaid agencies will receive training on managed MH/SA issuesthat they haveidentified as
priorities,and at least 80% will report satisfaction with thetrainingand acommitment tousetheir
new knowledge and skills.

Rationde: The lessons learned from hedth care reforms needs to be shared, and skills taught to enable
consumers, families, providers, MCOs, and purchasersto make best use of the new optionsthat managed
care makes available.

Data Source and Vdidity of Data:  Satisfaction and commitment to use reports will be derived from a
survey of participation in training offered to at least 15 state-wide coditions of community MH/SA
agencies; 15 nationa and state-wide coditions of consumers, families, and advocatesfor personswho are
mentally ill or substance abusers or who are at risk for these disorders;, and al 50 State menta hedth,
substance abuse, and Medicaid agencies.

Basdine Little systematic training is being done for MH/SA provider organizations, consumers and
families, and joint training of State and county MH/SA and Medicaid officids, information regarding
success of training is not available.

Targets  First measure in FY 2000; 80%; FY 2001: Maintain a 80%

1999 Progress Update: Training managed care procurement and contract monitoring for consumers,
families, and advocates were held in at 20 States through 1999 usng SAMHSA developed materids. A
dissemination strategy has been developed that hasincluded input from direct consumers and familieswho
participated in developing the contracting guide. A series of 20 managed care training programs for
State-wide coditions of mental health and substance abuse agencies has been set up by SAMHSA that
will work with the Lega Action Center and the Nationa Council for Community Behavioral Hedth care.

The series of 20 managed care training programs for State wide coditions of menta health and substance
abuse agencies has ballooned into dmost 50 training programs. A standardized instrument will be used to
measure satisfaction and was approved by OM and was approved by OMB latein the year. Because of
this delay, the 15 training events that took place this year could not use a standardized instrument and no
data will be available until next yeer.

Traningisprogressing for consumers, families, and advocates on managed care procurement and contract
monitoring. Five consumer trainers who helped develop the Partnersin Planning Guide: Consumers Role
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in Contracting for Public-Sector Managed Mental Health and Addictive Services are now presenting this
informationat national conferences, such asthe SAMHSA Women' s Conference and the IASPRS annudl
mesting. They are dso active at the grassroots level of the community, training in smal groupsto locdly
interested consumers where there is publicaly managed behaviord hedth care. Because of the diverse
nature of the training sessions, a sandardized ingrument is not possble for measurement but dl
consumer/family trainers will submit evaluation reports thet will be closaly examined.

Measure 3: Inatleast ten Stateswith active publicmanaged MH/SA systems, r epr esentatives
of consumer and family organizations contacted by the SAMHSA Public Managed Care
Monitoring and Tracking Project will report satisfaction with their involvement in MC
procur ement, contracting and monitoring.

Rationde Consumersand family members have made very important contributionsto Federd, State, and
county MH/SA systems over the last decade. However, consumers and their advocates report being
extremdy frugtrated by their lack of involvement in managed care systemsand generdly fed that their needs
are not being well served. SAMHSA supports efforts to develop service systemsthat are responsive to
the needs of consumers, and involve consumersin treetment decisions, and in program planning, decison
meaking, and evauation.

DataSourceand Vdidity of Data The SAMHSA Public Managed Care Monitoring and Tracking Project
for children and adolescents will begin in FY 1998 to systematicaly assess consumer and family
organizetion satisfaction with their participation in planning, implementing and monitoring MH/SA managed
care.

Basdine 0 States
Targets. FY 2000: 10 gtates;, FY 2001: 10 states

Intensive training was provided for consumer and family representatives who are involved in reviewing
Arkansas Medicaid managed care proposals.

Assessment of consumer/family involvement in children managed behaviora hedlth care planning indicates
generd satisfaction in 4 of 10 States intensively studied.

Fve training sessions have been provided a nationa meetings of consumers and families, and 4 training
sessons have been provided to State and loca coditions of consumers and families. Additiond training
is planned throughout 2000.

Progress Update: The reporting of the 10 state survey has been delayed and isnow expected in the soring
of 2000. Of interest, the fifty state profile report released in 1999 reported 28% of families report
sgnificat involvement in initid stages of managed care planning and 38% of families report such
involvement in current refinements. Perhgpsthisgrester involvement at later stagesindicatesatrend toward



171

greater incluson as programs mature. In addition, 45% of reforms reportedly provide funding for family
organizationsto play arole in managed care sysems.

Measure4: Release of detailed managed MH/SA quality management and accreditation
guiddines by SAMHSA, and use of these guidelines by at least half of the States
negotiating Medicaid MH/SA managed car e contracts.

Rationde: Thereis no agreed-upon standard for quality management of MH/SA managed care sysems
that the Federa government and States use. Thisis a problem identified in the GWU studies of Medicaid
managed care contracts that may contribute to limited access, consumer grievances, and poor outcomes.
NCQA, JCAHO, CARF, COA, and Federa purchasers (DOD, DVA, Medicare) are developing and
testing MH/SA managed care accreditation and quality management guidelines.

Data Source and Vdidity of Data: To survey the quality management and accreditation standards used by
states, the annud GWU legd anadlysis of Medicaid MH/SA MC contractswill track inclusion of standards
in RFPs, contracts, and contract amendments.

Basdine No guiddinesfor important program arees.

Targets: FY 1999: First measurein FY 2000; FY 2000: %20f the states negotiating Medicaid managed care
contracts, FY 2001 2/3 of the states negotiating Medicaid managed care contracts

ProgressUpdate: The GWU review of Medicaid managed behaviord hedth care contractscurrent through
the beginning of 1997 found little improvement from the basdine 1995 survey.

In fdl, 1999, GWU submitted a draft evaluation report that describes the progress made in Medicaid
managed behaviora hedlth care contractsin the areas in which problems were identified in the 1995 and
1996 surveys. The report is in the preliminary review stages and will be available in early 2000. In
addition, the 1999 GWU study will chart progress that Medicaid contracts have made in the consumer
protections outlined in the Consumer Bill of Rights.

SAMHSA actively participated with HCFA in developing Quality Improvement Standards for
Managed Care (QISMC), which will be the accreditation standards for Medicare and Medicaid

managed care. SAMHSA isjointly developing with HCFA implementation guiddines for QISMC
and training programs for State officials and Peer Review Organizations. Training events will be
scheduled starting Spring, 1999. GWU will follow-up and review Medicaid contracts current
through 1999 to further monitor progress on problem areas, and will conduct a second annual
study of child welfare managed care contracts to assess improvements.
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The GWU evauation of progressin Medicaid managed behaviora hedlth care contracts was submitted,
in draft, September 1999 and will be avallable in early 2000.  This will provide the basdine of current
practices againg which to measure future effects of qudity initiatives.

SAMHSA has worked intensvely with HCFA on the development of QISMC. The find protocols for
Medicaid arecurrently under development. HCFA, with SAMHSA support, isplanning anationd training
conference in the spring 2000 for gate government officids which will focus on quality improvement and
assurance.

Substance Abuse National Data Collection

The Office of Applied Studies serves as afocd point for the data collection, andlys's, and dissemination
activitiesof SAMHSA. OASisinvolved primarily in collection and andyzing deta on the incidence and
prevaence of substance abuse, the distribution and characteristics of substance abuse treatment
facilities and services, and the costs of substance abuse treatment programs.

Programs included in this section, al of which report results on an annud basis, are:

God 4: Invest in datafor qudity improvements and accountakility.
2.28 Household Survey Expanson

2.29 Drug Abuse Warning Network

2.30 Drug Abuse Services Information System
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2.28 Program Title Expanded National Household Survey on Drug Abuse (NHSDA)

Performance Goals Targets Actual Performance

1: Availability of data collection FY 01 None Fy 01: N.A.
systemin caendar year 1999 FY 00: None FY 00: N.A.

FY 99: Sysem available FY 99: Systemisavailable. Onetime
in FY 1999. target has been met. Measure should
now be dropped

FY 98 Basdline: No system

2: Availability and timdliness of FY 01: Mantainat 8 FY 01: TBR
datain cadendar year 2000 months after close of
data collection

FY 00: Nationd and
Stae datato be available
8 months after close of
datacollection FY 99: Dataavailable within 8 months of
data collection: target reached.

FY 99: Nationa datato
be available 8 months FY 98 Badine Nationd daawere
after close of data available 8 months after close of data
collection. collection.

1997:  $16,792,000
1998:  $29,474,000
1999:  $36,921,000

7,763,000

2.28.1 Program Description, Context, and Summary of Performance

The god of this program is to provide estimates of the prevaence of substance abuse at the nationa
level and in the 50 States and the Digtrict of Columbia This program collects annua data on substance
abuse based on anationd probability sample of the civilian population age 12 and older. The survey is
used to provide information on the prevalence of substance abuse and perceptions of risk in the
population, and the sociodemographic characterigtics, crimind, and other behaviora activities of
individuas with a substance abuse problem. In 1999, the NHSDA sample increased from 25,000 to
70,000 so as to generate State level estimates of substance abuse prevaence.

Data collection for the expanded NHSDA began in January, 1999, and isongoing. In FY 1998,
nationa data from the 1997 survey were made available to the public 8 months after the close of the
data collection period. The progressin FY 1999 puts the program on course to maintain this target for



174

data from the 1998 and 1999 surveys. State and nationd level data from the expanded survey should
be available in August, 2000.

2.28.2 Goal-by-Goal Presentation of Performance

Performance Goals: Parformance gods for this activity relate to God 4: Invest in data for quality
improvements and accountability. The product of thisinitiative is relevant, accurate, and timely datato
be used as performance measures by the Office of National Drug Control Policy and other Federd and
State agencies engaged in efforts to reduce substance abuse.

Measure l: Availability of data collection system in calendar year 1999.

Rationde  The expanson of the NHSDA to produce State level estimates required the establishment
and availability of an expanded data collection system.

Data Source and Vdlidity of Data: Program documentation on the NHSDA.
Target: FY 1999, Availability of expanded collection system.
Basdine New initigtive in 1998.

Progress Update: The target has been met. Data collection system is available.

Measure2: Availability and timeliness of datain calendar year 2000.

Rationde Thiswill be measured in the number of months between close of the rlevant time period for
data collection and the availahility of datain print and eectronic form. The first data from the expanded
NHSDA are being collected in calendar 1999. State and national estimates from 1999 survey will be
available in calendar 2000.

Data Source and Vdlidity of Data: Program documentation on the NHSDA.
Basdine Nationd datawere available 8 months after close of data collection.

Target: FY 00: Nationa and State data to be available 8 months after close of data collection. FY O1:
Maintain at 8 months after close of data collection

Performance update: For FY 1999 Nationd data was available 8 months after close

of data collection. Target reached. In FY 2000, National and State data should be available 8 months
after close of data collection. For FY 2001, National and State data should be available 8 months after
close of data collection.
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2.29 Program Title: Drug Abuse Warning Network (DAWN)

Performance Goals: Actual Performance

1: Availability and timeliness of FY 01: Maintain at less FY OL: TBR
data than 18 months after
close of datacollection

FY 00: Lessthan 18
months after close of
data collection

FY 99: None. First FY 99: Achieved in 14 months
included in FY 2000 plan.
FY 98: Badine 12 months

1997: $2,771,000
1998: $5,936,000
1999: $5,176,000
2000: $6,699,000

2.29.1 Program Description, Context, and Summary of Performance

The god of this program isto provide estimates of drug-related emergency department vists at the
nationa level, and for 21 large metropolitan areas. This program obtains information on drug-related
admissions to emergency departments and drug-related deaths identified by medical examiners.
DAWN provides both anationa estimate of emergency visits associated with substance abuse, and
estimates for 21 large metropolitan aress.

In FY 1998, emergency department data from the 1996 survey were made available to the public 12
months after the close of the data collection period. In FY 1999, emergency department data from the
1997 survey were made available 18 months after the close of data collection. The dday in availability
of 1997 data was due to a shift of data andysis responsibilities to a new contractor. The program ison
course to improve timeliness in the availability of 1998 emergency department data.

2.29.2 Goal-by-Goal Presentation of Performance

Performance Goals: Parformance gods for this activity relate to God 4: Invest in data for quality
improvements and accountability. DAWN data are especidly important to the Drug Enforcement
Adminigtration, which uses the data to detect new or emerging problems and to establish priorities for
area survelllance,
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Measure 1: Availability and timeliness of data.

Rationde Thiswill be measured in the number of months between close of the relevant time period for
data collection and the availability of datain print and eectronic form. This measure will be taken
annuadly, using FY 1998 as the basdine.

Data Source and Vdidity of Datac Program documentation.
Basdine Emergency department data were available 12 months after close of data collection.

Target: FY 2000: Less than 18 months after close of data collection. FY 2001, maintain at less than
18 months after close of data collection

Progress Update: In FY 1999, emergency department data were availablel8 months after close of
data collection. For FY 2000 emergency department data should be available less than 18 months
after dose of data collection. In FY 2001 maintain at less than 18 months after close of data collection.

2.30 Program Title: Drug Abuse ServicesInformation System (DASIS)

Performance Goals Targets Actual Performance Refer-
once
1: Avallability and timeliness of FY 01: Maintain at less FY 01: TBR B127
data than 18 months after

close of datacollection

FY 00: Lessthan 18 FY 00: TBR

months after close of

datacollection

FY 99: None. Firs FY 99: Achieved in 14 months

included in FY 2000 plan.

FY 98 Badine 13 months
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Total Funding: 1997: $5,515,000
1998: $6,860,000
1999: $7,586,000

2000: $13,000,000
2001 Reg: $13,000.000

2.30.1 Program Description, Context, and Summary of Performance

The god of this program is to provide information on the services available for substance abuse
treatment in the United States, and on the characteristics of patients admitted to treatment. This
program provides nationa and State level information on the substance abuse treatment system.
DASIS contains information on the characteristics and services of adl known trestment programsin the
country, and information on patients admitted to trestment programs receiving public funds.

In FY 1998, data from the 1996 Uniform Fecilities Data Set (UFDS), a component of DASIS, were
made available to the public 13 months after the close of the data collection period. In FY 1999, data
from the 1997 UFDS were made available 18 months after the close of data collection. The deay in
availability of 1997 data was due to a shift of data collection responsibilitiesto anew contractor. The
program is on course to improve timedliness in the avallability of 1998 UFDS deata.

2.30.2 Goal-by-Goal Presentation of Performance

Performance Gods. Performance godsfor this activity relae to God 4: Invest in data for quaity
improvements and accountability. DASIS provides data hecessary for the caculation of the trestment
gap, a performance measure used by the Office of Nationa Drug Control Policy to assess progressin
the effort to reduce substance abuse. Information from DASISis used to compile the Nationa
Directory of Drug Abuse and Alcoholism Treatment and prevention Programs, which is used
extendvely for treetment referrds. UFDS provides information for a sampling frame that is used by
investigators conducting research on the quality of substance abuse treatment.

Measure: Availability and timeliness of data.

Rationde  Thiswill be measured in the number of months between close of the rlevant time period for
data collection and the availability of datain print and ectronic form. This measure will be taken
annudly, using FY 1998 as the basdine.

Data Source and Vdidity of Datac Program documentation.

Basdine FY 1998 UFDS data were available 13 months after close of data collection.

Target: FY 1900 and FY 01, Maintain availability at lessthan 18 months after close of data collection
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Progress Update: For FY 1999, UFDS data were availablel8 months after close of data collection.

For FY 2000 UFDS data should be available less than 18 months after close of data collection. In FY
2001 maintain at less than 18 months after close of data collection.

APPENDIX TO THE PERFORMANCE PLAN

A.1  Approach to Performance Measurement: Methodology and Rationale
1 Key Definitionsfor SAMHSA GPRA Performance Plan

Measure: Typicaly anumber or percent that reflects the count of program successes, for a defined
period of time, defined in an operational manner by the program. Two types of measures are used:

--Output Measure: A number or percentage that reflects the productivity of a program, per

unit of time; e.g., the number of grants awarded; the number of people for whom care was
provided.
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--Outcome Measure: A number or percent that reflects the effects of a program per unit of
time, eg., the number of customers who put new knowledge to use; the number of consumers
who experienced beneficid effects as aresult of care.

Rationale: The reason why the program chose the particular measure listed.

FY X Target: The minima number or percent of successes expected to be achieved in specified fiscd
year.

Baseline: The number or percent of successes observed in the specified reference year.
2. M easur es Development Framewor k
Models

Two primary models for performance measures development have guided SAMHSA' s performance
measures development effort.

The “balanced scorecard” of Norton and Kaplan from Harvard captures many of the types of dements
needed for the development of measuresin the various areas that SAMHSA must address. Among
other things, this gpproach to developing measures illustrates that different gods and perspectives lead
to very different types of measures within the same operation -- some process, some outcome. This
mode also makesit easy to identify areas for future emphads. For example, SAMHSA has invested
consderable effort in the initia years of GPRA implementation in developing agency gods and program
specific measures related to the “ Strategic results’ perspective. SAMHSA has aso done
developmenta work on customer satisfaction measuresin multiple aress. A particular emphagsin this
modd isthe use of customer satisfaction as an outcome measure.  This concept has been incorporated
within the SAMHSA GPRA measures where gppropriate.

SAMHSA’s Qudlity of Work Lifeinitiation is an effort to addressissues related to employee
satisfaction, morde, skills and related issues. A next step would be to begin to incorporate effort and
related success measures into aspects of the GPRA efforts that address management issues. The fourth
perspective, interna process, ao requires further scrutiny with the possibility of additiond process
measures being developed and incorporated into the plan if they are of sufficient impact.

SAMHSA
Balanced Scorecard
Perspectives, Goals, and Measures*
Perspective Goals Measures
Strategic Results Accomplish Mission Return on Investment

[ Earned Value Added
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Customer/Client Add Value for Customer Customer Satisfaction
[ Customer Retention

New Customer Acquisition
Market Share

Internal Process Use Resources Efficiently Cycle Time
[ and Effectively Quality/Defects
Cost
Learning/Growth Develop Work Force Employee Satisfaction
[ Retention/Morale

Skills/System

* Norton & Kaplan, Harvard University

SAMHSA has developed a second, very smple mode that has been hdpful in visudizing and
systematically approaching the task of performance measures development.  That model represents a
continuum from inputs and process measures through different types of output and outcome measures.
Process measures describe the “how” of an activity; output and outcome measures describe the “why”.
Both are essentid. This second modd provides the foundation for an orderly way of addressing
measures development that starts with inputs (e.g., program authorities; resources, goas); looksfirst a
process and output measures (how wdll isthis program administered? How can program outputs be
increased or improved?) and then moves toward measures of outcomes.

SAMHSA
Framework for Performance Indicators
Modd:
Input --> Process --> Output -->Proximal Outcomes--> Distal Outcomes
<-HOW ? WHY ?-->
Example

$& Human -->Training -->Number of People-->% with -> % with
Resour ces (SKkills& Time) Trained/Time Skill X JobY

3. Data Verification and Validation and Other Data | ssues. See pages 17 and 18, aswell as
individua program narretives.

A.2  Changesand Improvements Over Previous Y ear
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SAMHSA's current efforts are directed toward following through on the performance measurement
commitments made in the FY 2000 plan, and obtaining needed data. For this submission, we are able
for the firgt time to be able to report some block grant data for our CSAT and CMHS programs.
More programs have baseline data, targets, and update data. Measurement devel opment projects
underway include further development of the goa level measures and core measures for evaudtion, as
well as dtrategies to aggregate our performance reporting. SAMHSA aso plans to accomplish further
work on the long term policy measures and indicators for our god level measures.

A.3 LinkagetoHHSand OPDIV Strategic Plans
Relationship to the HHS Strategic Plan

SAMHSA intendsto revise its strategic plan by FY 2003. The HHS Strategic Plan isthe HHS-wide
GPRA drategic plan. SAMHSA’s programs support al of the gods of the Department of Hedlth and
Human Services Strategic Plan. SAMHSA dso isresponsible for the FY 1999 Secretarid initiative,
“Prevent Y outh Substance Abuse,” and contributes to dl other Secretarid initiatives. Some of the
ways in which SAMHSA contributes to the gods of the HHS Strategic Plan are asfollows:

Reducethe Major Threatstothe Health and Productivity of All Americans(Goal 1): SAMHSA'’s substance abuse
prevention and treatment activities, both through the block grants and the KD& As, directly advancethe

achievement of “strategic objectives’ under Goal 1 to curb acohol abuse (1.4) and reduce theillicit use of drugs

(1.5).

Improve the Economic and Social Well-Being of I ndividuals, Families, and Communitiesin the United States (Goal
2): SAMHSA programs, incduding the Children's Mental Hedlth Program and the Starting Early/Starting Smart
Program, (SESS) dearly contribute to the achievement of God 2.

Improve Accessto Health Servicesand Ensurethelntegrity of the Nation’sHealth Entitlement and Safety Net
Programs (Goal 3): By supporting Statesin identifying and addressing substance abuse and mental health needs
through the block grants -- and in reporting on their performance through acommon set of performance measures,
SAMHSA promoates not only the accomplishment of God 3, but aso intergovernmenta performance-based
accountability.

Improvethe Quality of Health Care and Human Services (Goal 4). SAMHSA’sKD& A-funded modelsfor
substance abuse and menta hedlth trestment improve the quality of acritical agpect of comprehensive and needed
hedth care for Americans.

Improve Public Health Systems (Goal 5): SAMHSA’sinvestmentsin improved nationa and ate data systems,
including performance data, and its support for workforce training directly improve public hedth systemsin the
United States.

Strengthen the Nation’s Health Sciences Resear ch Enter prise and Enhanceits Productivity (Goal 6): SAMHSA’s

popul ation-based and services research on substance abuse and mental hedlth issues directly contribute to our
Nation’s hedlth sciences research enterprise.

Relationship to OPDIV Strategic Plan
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The HHS Strategic Plan fulfills GPRA srategic planning requirements for al OPDIVs. SAMHSA
intends to release anew Strategic Plan by the end of 2003.

Relationship to National Drug Control Strategy and Healthy People 2010

SAMHSA has been fully involved in the Office of National Drug Control Policy’s Performance
Measures of Effectiveness (PME) effort. SAMHSA provides direct programmatic support to Goals 1
and 3 of the Nationa Drug Control Strategy and the PME effort, and contributes to God 2.
SAMHSA is represented on ONDCP s Steering Committee for each of these goals.

SAMHSA heas participated in the development of the PME system for the Strategy, chairing or co-
chairing each working group for every objective of God 1 and God 3, and participating in Goa 2
working groups. In addition to developmenta and programmeatic support, SAMHSA provides tracking
data for many of the objectives of the Strategy. Refining measures, developing srategies, identifying
data sources, and setting annud targets are now under discussion. Each SAMHSA GFA citeswhich
Hedlthy People objective it contributes to.

For SAMHSA’ s sx mission-level outcome measures and for the goals and objectives of the PME
effort and Hedlthy People 2010, the intent is to establish, maintain, and if possible to accelerate atrend
toward a desired target, not to set pecific annua targets. Resultsin any one year are consdered less
ggnificant than the cumulative result. In the context of the National Drug Control Strategy, the process
of establishing targets under these circumstances is conceptuaized as determining the “glide path.”
Moreover, since (1) these long-range gods represent a nationd effort, (2) SAMHSA is dlocated only
aportion of the dollars needed to address these problems, and (3) there are many factors influencing
the outcomes other than SAMHSA s programs, the agency can influence only a portion of the nationa
outcomes.

SAMHSA isthe lead agency, with the National Ingtitutes of Hedlth, for the Substance Abuse chapter
of the HHS Healthy People 2010, and for the Menta Hedlth and Mental Disorders chapter. Healthy
People 2010 will be released in January 2000.

A.4  Performance Measurement Linkages with Budget, Cost Accounting, I nformation
Technology Planning, Capital Planning and Program Evaluation

Budget

Performance measurement is being conducted with virtudly every sgnificant SAMHSA program

for which funding isrequested. SAMHSA performance measures are designed to report the outcomes
and progress achieved toward specific established gods. The high level of SAMHSA performance
success evident in the data examined to date as well as the comprehensive performance measurement
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systems incorporated will alow the Congress and the Executive Branch to assess SAMHSA's
programs.

Human Resour ces

SAMHSA has made sgnificant progressin workforce planning. A group conssting of program
managers, budget andysts, adminigtrative experts and a union representative are meeting regularly on
this project. Having gathered background on the process and the practices in other organizations which
arein the midst of or have completed a workforce plan, the group is preparing a statement of work for
development of SAMHSA’sworkforce plan. Aninitia plan should be in place by July of FY 2000.

SAMHSA’s Quality of Worklife (QWL) Steering Committee, chaired by the Deputy Adminigtrator, is
reviewing afull range of initiatives, including those requested by the Secretary aswell as SAMHSA
gpecific endeavors. The members represent senior Saff as well as non-managerid gaff, including a
representative from the Union. The Committeg' s current mgjor activity is part of the effort to effectively
manage change. Thisinvolves SAMHSA'’s use of Appreciative Inquiry to consider what would be the
vison of aquaity work life for the Agency. Following the Committee' s acceptance of provocetive
propositions created by three employee focus groups, the process has been presented to senior
management and is now being utilized in sessons with managers, supervisors and team leaders to test
its acceptance as amethod of postive changein the Agency. Additiond initiatives overseen by the
QWL Steering Commiittee are the telecommuting pilot, the workplace learning program, which is on the
verge of implementing a managerid training program and continues to provide team training by indde
trainers, and the continuation of Partnership Awards, where awards are given from the staff of one
magor office or center to gaff in another component. Other ongoing efforts include enriching
communications between managers and employees, strengthening family friendly programs, managing
diveraty with specific efforts; ingaling a health promation program; continuing to

support the food recovery program; and, improving safety and encouraging adoption of better
workplace ergonomics.

Cost Accounting

SAMHSA maintains careful fisca controls over the planning, expenditure and monitoring the use of
resources and recogni zes the benefits of cost accounting for management decision making . In the past
year, Sx pecific areas were audited to ensure proper accountability. SAMHSA has fully implemented
the Chief Financia Officer Act of 1990 by establishing the position of CFO, submitting afive year
financid management plan with annud datus reports and preparing the required annud financid
gatements. In addition SAMHSA is on schedule to completeits annual audited financiad statement in
order to fully implement the Government Reform Act of 1994 (GMRA).
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The financia statements, supporting books and records for SAMHSA are prepared by the Division of
Financia Operations Program Support Center (PSC). A CORE accounting system utilizes generd
ledger accounts and provides on-line query capability for accounting. The PSC's accounting systems
are in accordance with the generdly accepted auditing standards contained in the Government Auditing
Standards issued by the Comptroller Genera of the United States and Office of Management and
Budget Bulletin 93-06, “Audit Requirement for Federal Statements.”

Information Technology

Improvements in Information technology systems support improved performance. For example,
during FY 1999, SAMHSA implemented a number of enhancements to achieve Y 2K compliance,
reduce costs, increase productivity, decrease processing time, improve service quality, and increase
customer satisfaction. These enhancements included progress in the areas listed below.

SAMHSA's migration to the Windows 95 32 bit operating system iscomplete. An anadysis of
migrating to Windows 98/Windows NT/Windows 2000 is currently underway. Overdl system speed
improved making the move from 16-Bit to 32-Bit operating system. This dso alowed for true
multi-tasking, that directly supports increased cgpabilities for improved staff productivity. Upgrading
the operating system to 32-bit aso dlowed the systems to take full advantage of the increased
processing power and memory that are loaded on the newest systems. In addition, it allowed usto
upgrade the applications in-step and provide more efficient and powerful desktop systems in support of
daff productivity.

The conversion to a Windows did-in capability is complete. Since more of our programs are now
ble to the users, and more users are taking advantage of this service, we are confident in
improvementsin productivity. For example, asaresult of this upgraded gpproximately (5) to (10)
times are many daff use this system in an average month.

The migration to a newer verson of GroupWise, including Internet access to the e-mail system, is
complete. Future enhancements and upgrades are now being evaluated. Some of these enhancements
would be: automatic spell checking of outgoing messages, and standardizing fonts and appearances of
incoming and outgoing messages. These enhancements will be discussed with the SAMHSA Computer
users Group before they are implemented. 1f acceptable, the enhancements are expected to be
implemented within the next 2-3 months.

Since this newer version has aweb interface, and we have a new remote access system ingtaled, users
are now able to easly check mail from anywhere in the world.

A network FAX utility that would alow SAMHSA users to send faxes directly from any Windows
goplication (WordPerfect, Lotus, etc) is under review for implementation. It is estimated thet this
capability will be available by May. This technology would greetly reduce the costs associated with
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outbound faxing in SAMHSA. In addition, we won't have to adlocate any additiona fundsto
Contractors who perform mass faxing for the Agency. Asaresult of having one centrdized fax server,
ingead of many individua fax machines performing redundant services, this will improve productivity.

Deveopment of an Intranet capability providing an "internd Internet” for SAMHSA dtaff is under
review. Users could access the Intranet through Netscape and have immediate access information. The
firgt phase of the Intranet includes a centralized staff directory developed as part of the AIMS system..
The second phase of the SAMHSA Intranet project is beginning with interviews of Office and Center
gaff to solicit ideas and requirements for a more comprehensive use of the Intranet technology. With
one centralized gaff directory, the cost of maintaining multiple staff directories would be eiminated.
Increased productivity could be achieved by entering datais entered into a Single source, thus reducing
duplication of effort and the possibility of introducing new errors. In addition, the creation of Lotus
Notes, would dlow automated transfers of data files to other government components without manud
intervention thus providing up-to-date and consistent SAMHSA information to other components.

SAMHSA'’ s Divison of Information Resources Management (DIRM) is continuing to work on a
project to automate SAMHSA's adminigrative functions and integrate eectronic forms with eectronic
sggnatures. Thiswill provide condgstent control of data and eiminate duplication of transaction and
information entry, while standardizing procedures for processing administrative documents and related
transactionsin SAMHSA's current operating environment. 1t will in short, produce a comprehensive,
enterprise-wide administrative system increasing efficiency and lowering costs. AIMS will provide
SAMHSA adminigrative staffs with a centraized database and tracking system of "core'’ data. The
system will alow for easy tracking of documents through the approva process aswell as dlow for
management reports. Evauations of al training will be kept and training satisfaction can be assessed.

The modification to dl of SAMHSA'sinterna systems was completed and al of SAMHSA's systems
were cartified as Y 2K compliant. Independent verification and vaidetion of SAMHSA's

mission critica systems was completed. There will be no down-time due to Y ear 2000 consderetions.

All of SAMHSA's gpplications software is currently being migrated to Windows versons. This
migration will result in improved data structures and systems that fully integrate with other
Windows-compliant ~ software and systems. The new Windows based Client/Server applications,
with their inherent RDBM S (Relational Database Management System) provide for: the opportunity to
integrate information across gpplications, improved dataintegrity; tighter security; faster response time
for queries; the potentia for improved reporting capabilities, and the ability to integrate with existing
third party software and tools. While dl current DOS-based SAMHSA-wide systems are dated for
migration, the emphasisis currently on the development of Client/Server Windows-based The user will
have enhanced features available and the systems.

An upgrade of the current Netscape software is being planned which will improve the ease of use of the
Internet browser and will enhance the security of WEB access. Most of the current functions and
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cgpabilitieswill remain under the new verson and it will aso adlow for tighter security and accessto
more secure web Stes. The encryption technology on this verson will be 128-hbit, and thisis important
since many of the newer Intranet Sites that are being advertised within DHHS require the use of this
more current and more secure version of the browser. Implementation of this new Netscape verson is
planned for May. This upgrade of Navigator provided a higher leve of encryption capabilitiesand a
newer verson of the core application. These two features alowed SAMHSA employeesto use the
browser to do more things than before and provided a more secure environment on the Internet.

SAMHSA' s information resources management (IRM) mission is to support program mission
accomplishment by ensuring thet efficient and effective technology resources are avallable to dll
SAMHSA components; resources are properly used to support the technology needs of the programs;
and SAMHSA'’ s externd customers are well served by the funds expended for these systems and
sarvices, leading to more effective prevention and treatment service ddlivery programs nationwide.

SAMHSA has established an information technology architecture (ITA) which ensures inter-operability
among systems and reduces redundancy. This reduces acquisition and training costs, increases
productivity, improves service quaity, and increases customer satisfaction. All of SAMHSA's
computers are connected to the Agency LAN. Network services, e.g., email, calendaring, enterprise-
wide database applications, and Internet connectivity increase information sharing and reduce costs for
information retrieva. The entire Agency uses ISDN telecommunications. In conjunction with the PHS
5ESS digita switch, SAMHSA benefits from the digita voice, data, and video capabilities and cost
savings of 1ISDN technology.

Capital Planning

In implementing the GPRA and the Ginger-Cohen Act of 1996, SAMHSA considers how to make
decisonsin abusiness like context to ensure an acceptable return on investment (ROI) and to direct
linkage of the department’s mission and Strategic objectives. For example, in the previous section on
Information Technology SAMHSA's migration to the Windows 95 32 bit operating system and
converson to a Windows did-in capability involved direct consderation of acquisition costs versus
gainsto beredized in productivity. SAMHSA isnow in the process of developing formaized modds
of capita planning for implementation in Information Technology and other possible aress of operation.

Program Evaluation
SAMHSA continuoudy conducts program evaluation to ensure that resource utilization is optimized

through program effectiveness and efficiency.  Specificdly, SAMHSA'’s chief evaduation priorities are
to: (1) improve performance measurement and (2) evauate program effectiveness. Evauation directly
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supports policy development and program management.  Evauation is conducted interndly by
SAMHSA dgé&ff, by contractors and as requested by the DHHS Office of the Inspector Genera and the
Generd Accounting Office. The sections below contain reporting on SAMHSA evduation activities
for FY 99.

In July 1999, SAMHSA completed the “Nationa Evaluation Data and Technica Assstance Center”
(NEDTAC) evduation. The Center provides avariety of evauation technica assstance and training
sarvicesto CSAT grantees and staff plus centrdized management and andlysis services in support of
the evauation of severd large demondrations targeted to specia populations including crimina justice,
women, rura, and culturdly distinct and adolescent populations. NEDTAC represents part of an
overdl evauation strategy that builds upon prior findings and seeks to identify a set of consstent

eva uation questions that can be gpplied across smilar substance abuse programs targeted to specid
populations. It seeksto identify data eements to provide uniform information across sites so that
comparisons of effectiveness can be made. A variety of reports encompassng program results as well
as technical and methodologica topics will be produced.

In addition to completing this evauation in FY 99, 8 evauation projects continue in operation through
the reporting period. These projects were:

1) “Evauation of the HHS Access to Community Care and Effective Services and Supports’

2) “Evdudtion of the High Risk Y outh Substance Abuse Prevention Initiatives Funded in 1994 and
1995"

3) “Cross-gte Evduation of the Community Prevention Codlitions Demongtration Grant Program”
4) “ State Substance Abuse Managed Care Evauation Program”

5) “Persgtent Effects of Treatment Studies’

6) “ Trestment Improvement Protocols Field Evauation”

7) “Evauation of Opioid Treatment Program Accreditation Project”

Appendix B.1

TOPPSII COREDATA SET
Time One (Admission) and Time Three (Follow-up)
and
Time Two (Dischar ge)
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Key Data Set Variables
1. Age
2 .Gender
3. Ethnic Group
4. Race
5. Education
6. Higtory in a controlled environment
7. Frequency of psychiatric/medical/emergency room hospitd admissionsin the last 6
months
8. Use of sdlf-help groups
9. Pregnant
10. Number of Children
11. Number of children in the home
12. Child protective status of any children
13. Employment status
14. Enrollment in a school or training program
15. Criminal/Arrest record
16. Living arrangements
17. Primary/ Secondary/Tertiary Drug Problem
18. Specific type of substance abuse
20. Frequency of use
21. Aged first use
22. Methods of adminigtering drugs
23. Date of last contact
24. Reason for discharge, transfer or discontinuance of treatment

For acomplete copy of the study instrument, contact the Center for Substance Abuse Treatment
Appendix B.2
Mental Health ServicesIndicators

Criterion 1: Comprehensive Community Based Mental Health System.
ACCESSINDICATORS

C Percentage of SMI persons (or SED persons or their parents) receiving services who rate accessto care
positively;

Number of personswith SMI (or SED) who are recelving case management sarvices,

Number of personswith SMI (or SED) who are receiving housing services,

Number of personswith SMI who are receiving employment services,

Number of admissionsto state and county hospitals among persons with SMI (or SED);

Number of patients-in-residence in state and county hospitals among persons with SMI (or SED);

O OO OO
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APPROPRIATENESS'QUALITY INDICATORS

C Percentage of SMI population (or SED persons or their parents) receiving services who rate the quality and
appropriateness of care positively;

C Increase percentage of SMI population (or SED persons or their parents) receiving services who postively
rate repect and caring by their providers;

C Increase percentage of SMI population who are actively involved in decisons regarding their own
trestment;

C Percentage of parents of children and adolescents who are in the SED populaion who are actively involved
in decisons regarding their child's trestment;

C Percentage of persons discharged from psychiatric inpatient care who receive afollow-up, face-to-face visit
within seven days of discharge;

C Percentage of persons discharged from psychiatric emergency care who receive afollow-up, face-to-face

vigit within seven days of discharge;

Percentage of SMI population who are receiving "supported housing” services,

Percentage of SMI population who are receiving " supported employment” services;

Percentage of SMI population who are receiving "assertive community team” services;

Percentage of SMI population who receive a physicd hedth examination annudly;

OO OO

OUTCOME INDICATORS

C Percentage of SMI population (or SED persons or their parents) receiving services who report positive
outcomes of care (or for whom positive changes are reported);

Percentage of SMI population for whom there are positive changes in employment;

Percentage of SED population for whom thereisimprovement in school functioning;

Percentage of SMI population for whom there are positive changesin living Situation;

Percentage of SMI population for whom there are improvementsin personhood, hope, and recovery;
Percentage of SMI/SED population for whom there are positive changesin leve of functioning;
Percentage of SMI/SED population for whom there is reduced distress from the symptoms of menta illness;
Percentage of SMI/SED population for whom there is either no impairment or reduced impairment from
ubstance abuse;

C Percentage of persons served with SMI who experience adverse outcomes of mental hedlth services;

C Percentage of persons readmitted to psychiatric inpatient care within 30 days of discharge.

C Percentage of SMI population who spend one or more daysin ajail or prison.

O OO OO OO

Criterion 2: Estimates of Prevalence and Treated Prevalence and Mental Health Systems Data.
POPULATION ACCESSINDICATORS

C Percentage of adults with serious mentd illnesswho receive publicly funded services;
C Percentage of children with serious emotiond disturbance who receive publicly funded services.

SPECIAL POPULATION INDICATORS

For al illugtrative indicators shown under Criterion 1 and 2 above or othersthat states may develop, estimation of
performance on the same indicators for significant sub-populations, including breskouts by

- Gender

- Ethnicity

- Race

- Sub-state geographic aress

- For Adults, age sub-groupings

- For Children & Adolescents, age sub-grouping
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Criterion 3: Targeted Servicesto Homelessand Rural Populations.

C Percentage of homeless personswith SMI (or SED) and who receive mentd hedth services.
C Percentage of rurd personswith SMI (or SED) and who receive menta hedth services.
C For dl, rdevant, illustrative indicators shown under Criterion 1 and 2 above or othersthat states may

develop, estimation of performance on the same indicators for personswith SMI/SED and homeless and for
persons who are SMI/SED and living in rurd arees of the Sate.

Criterion 4. Management Systems.

C Proportion of state menta health block grant funds alocated to innovative programs,

C Percentage of SMHA-controlled expenditures for community programs of tota SMHA-controlled
expenditures,

C Menta hedth expenditures per capita;

C Menta hedlth expenditures per person served,;

C Extent of involvement of consumers and familiesin (8) policy development, (b) planning, and (c) qudity

assurance/monitoring et the statewide level, the locd mentd health authority level, and the provider level.

MENTAL HEALTH, MEDICAID MANAGED CARE PLANS INDICATORS

C Number of personswith SMI (or SED) and who are enrolled in Medicaid managed care for hedth and mentd
health services (integrated plan) or menta hedth/behaviord health services only (carve out plan);

C Per member per month plan premium rate (Satewide average);

C Percent of total plan expenditures attributable to (1) Medicd loss, (2) Adminigtrative loss, and (3) Net
Profit/loss.

C Extent of involvement of consumersand familiesin (a) policy development, (b) planning, and (c) qudity
assurance/monitoring within the managed care plan.

Criterion 5: Integration of Children's Services.

C Percentage of children with SED who are placed out-of-home (e.g., foster care, residentiad home, juvenile
detention).

C Percentage of children with SED who are atending school regularly;

C Percentage of children with SED who are o receiving pecia education services,

C Percentage of children with SED who are dso dients of the juvenile justice system;

Percentage of children who are SED who are dso receiving substance abuse sarvices

Appendix B.3

Core Client Outcomesfor Discretionary Programs

Mental Health and Substance Abuse Treatment:

Children: Over the past year, percent of children/adolescents under age 17 receiving services increased
who:

Key Indicators Rationale
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-had no past month use of dcohal or illegd drugs
(population data limited to 12-17 year olds)

Source: Addiction Severity Index

Supports: ONDCP Performance Measure - Goas 1 and
3; Hedlthy People 2010 - Chapter 26

Rationale: Thisindicator isafundamentd, generaly
accepted measure of the prevalence of substance

abuse. Nationd trend detathet can serve asa
benchmeark are available over many years.

-wereresiding in astable living environment

Sour ce: Modified McKinney Demonstration Projects
Rationale: The gability of achild' sliving environment
provides an indicator of trestment success. In
SAMHSA’ swork with States, thisindicator was
chosen both by mental hedlth and substance abuse
State directors asacoreindicator of system success.

-were atending school
-had nofreduced involvement in the juvenile justice
system

Source: Modified Addiction Severity Index
Supports: ONDCP Performance Meesure - God 3
Rationale: Attending school and lack of involvement
with the juvenile justice system aso are commonly
accepted indicators of trestment success both for
mentd illness and for substance abuse; these
indicators were chosen by mentd health and substance
abuse directors as core indicators of system success.

Adults.  Over the past year, percent of adults receiving servicesincreased who:

Key Indicators

Rationale

-experienced nofreduced acohal or illegd drug rlated
hedth, behavior, or socia consequences, including the
misuse of prescription drugs

Sour ce: McKinney Demondration Projects
Supports:. ONDCP Performance Measure - God 3
Rationale: Nationd standards; chosen by State
Directors as core indicators.

-had a permanent place to live in the community

Source: Modified McKinney Demonstration Projects
Rationale: Commonly accepted indicator of success;
chosen by State Directors as core indicators.

-were currently employed or engaged in productive
activities

-had no/reduced involvement with the crimina justice
system

Sour ce: Modified Addiction Severity Index
Supports: ONDCP Performance Megsure - God 3

Hedlthy People 2010 - Chapter 18
Rational e: Commonly accepted measures of SUCcess,
chosen by State Directors as core indicators

Substance Abuse Prevention:

Children: Over the past month, the percent of children:
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Key Indicator s

Rationale

-Using substances declined for those recelving
sarvices compared to the nationa average or project
besdines

Source: Modified Addiction Severity Index
Supports: ONDCP Performance Measure - Goal 1
Rationale: Coreindicator for prevention; nationa
average available

-Having used substances showed an increase of age of
first use

Source: Nationd Household Survey

Supports: ONDCP Performance Meesure - God 1
Hedlthy People 2010 - Chapter 26

Rationale: Coreindicator for prevention; nationd data

avalable

-Student Survey of Risk and Protective Factors for
increases of those receiving services compared to the
nationa average or project basdines

-MTF

-Tanglewood Research

Sour ce: Nationd Household Survey

Supports: ONDCP Performance Measure - Goal 1
Hesdlthy People 2010 - Chapter 26

Rationale: Theseindicators of atitudes/beliefs are

important correlates of substance abuse that help

explain trendsin substance abuse. Coreindicators for

prevention; nationd data available.

Adults. Over the past month, the percent of parents/adults:.

Key Indicator s

Rationale

-Usng illega drugs declined for those receiving
sarvices compared to the nationd average or project
basdines.

Source: Modified Addiction Severity Index
Supports: ONDCP Performance Measure - God 1
Rationale: Coreindicator for prevention; nationa data
avalable




193

-Having used substances showed an increese in age of
firstuse

Source: Nationa Household Survey

Supports:  ONDCP Performance Measure - God 1
Hedlthy People 2010 - Chapter 26

Rationale: Coreindicator for prevention; nationd data
avalable

-Strongly disapproving of substance useincreased for
those receiving services compared to the nationd
average or project basdines.

-Perceaiving persond/health risks associated with the
consequences of substance abuse/misuse increased
for those receiving services compared to the nationd
average or project basdines.

Source: Nationa Household Survey

Supports: ONDCP Performance Measure - Goal 1
Hedlthy People 2010 - Chapter 26

Rationale. Theseindicators of atitudes’beliefs are
important correlates of substance usethat help
explain the patterns and trends in substance use.

Additional M easuresfor Substance Abuse Treatment and Prevention

Key Indicators

Rationale

-Over the past month, the percent of adults receiving
sarvicesincreased who had no past month use of
illegd drugs or misuse of prescription drugs

Source: Modified Addiction Severity Index
Supports: ONDCP Performance Messure - Goa 3
Rationale: Demondtrates effectiveness of prevention
or trestment services.

-Over the past month, the percent of youth
(population data limited to 12-17 year olds) receiving
sarvicesincreased who experienced no substance
abuse related hedlth, behavior, or socid conseguences

Source: Modified Addiction Severity Index
Supports: ONDCP Performance Meesure - God 3
Rationale: Demongrates effectiveness of prevention

or treatment Sservices.

B. 4 Appendix for Center for Substance Abuse Prevention Supplemental Materials

CSAP Overview

2.8.2 SAPT Block Grant



194
Measure One

Sample gate key findings.

North Carolina Student Survey

1) For students in grades 10 to 12, those who approved of someone their age using
substances were two to three times more likely to have used substances themselves.

2) In both the middle school and high school surveys, antisocia behaviors and youths
perceptions of the ease of obtaining substances were strongly related to substance use.
3) Between grades 6 and 9, the rate of substance use steadily increased.

Texas - Household Survey/ Border Households in Texas & Mexico
1) Border residents were less likely to have used illicit drugs within the past year than Texas resdents
living elsewhere in the State. They were aso less likely to report having any dcohal- or drug-related
problems. Thisfinding was true for Hispanics and non-
Hispanics dike.
2) Rates of lifetime and pagt-year illicit drug use were three to five times higher in the US
border cities as compared with their Mexican counterparts.
L ouisana Homeless Survey
1) The reasons youth mentioned most frequently for being away from home included an
argument with someone they lived with (57%) or because they were either homeless or
ran away from home (56%).
2) Y outh who fdt they would not be caught by the police for using acohol or marijuana
reported higher rates of past month alcohol use.

| owa Social Indicators Study
1) Identification of thetop 5 risk indicators by county within each region.
2) Inventory of public dataindicators of substance abuserisk.




